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PHASE ONE

This nuanual i the tust step man ettont to develop
needs assesseient kit to provide Head Stant statt, parents
and others with simple casy -to-nse techniques o dentity
tlu_;chlld\ uirque needs and capabthities and 1o respond in
wads that enhance the chald’s development, The kit s
designed tor use wath @l Head Stait children and then
famibies. 1t stems -tiom the Head  Start fmprovement
tnnovation cttort to mdividualize services tor each child.
Phe overall kit s descrnibed baiefly fater m this introduction.

Hs particule nanual focuses on the handicapped child
detined as the culd who may require special education. It
tepresents an caly attenmpt to give Head Start paretits,
teachens, and other sttt simple answers to then questions
concernng the nundate that Head  Stant signiticantly
mereise services to handicapped children. Despite the focus
on the hendicapped child, this manual should be usetul in
helpmg stad and patents work an an indndual and
spproprsate way with alf chabdien.

Such gquesttons have beer taned as How will 1 know
how 1o cope? Will 1 have @hoagh help to namaee the class
propetly and at the satae e pive o handicapped child all
the specal attention he requies? Wil an cimotionally
disturhed chnld discupt my - classtoom? Will 4 hasdicapped
cluld taghten the nonhandicapped  childien mhe cliss?
Will the athers pick on on ahuse 1 handicapped chnld?

These are vabd concerns. Bt we should remember that®
handicapped  cinldren have  alwavs partiapated - the
progrant, and momose mstances Head Start teachers have
been successtud m adapting then programs to provide o
weanmptul expenence tor wll duldren. both the hundi-
capped and nonhandtcapped. The ditference s that now
there are Bkely te be wester numbers of handicapped
chaldien - the dassroom. mowe with phiysical disabilities
and more with severe and mubtiple lhundicaps. This ob.
viously  mahes cassteom nanagement” note ditticult, We

~ hope thit the intonmation provided about the diabilities ot

E
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the chibdren will be helptal to vou

It s obvionsh unpossible to antiespate everny situation
that nughs acour in dealmg with handicapped cinfdren. We
do bope however, that the manuat will stmubate vou own
thinking about the problems ot handicapped  cluldien,
Clcoubaee vourt o tonmulate vomr omn views aboig coping.
and help von to exploe other potential soutees tor sdeas

Q
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and mlsrmation tor dealing with new problems as they say
diise.

Many teachers of handicipped children have observed
that once they coffie to feei at ease, and capable of meeting
the special needs related to7a particular condition, they
view children with disabilities  difierently: st becomes
apparent that the handicapped child’s basic needs are the
same, except n degree. as those of all children. Once this
stage has been reached, nany teachers realize that working
with handicapped children fargely involves modification
and adaptation of the techniques that they use to deal with
all children. These require knowledge of the handicapped
child’s condition, and a certain amount of trial and crror.

Those who have had considerable experiggee vhserving
or serving childien with special needs in Head Start agree
that 4 number of advantages and bhenefits to both handi-
capped and nonhandicapped children can be expected from
inteprating them in the classroom. For example:

. The handicapped child has the opportunity. fre
quently tor the fiist thne. to play and learn with nonhandi-
capped children, ‘

<. The nonhandicapped child )A{ the opportunity &
fearn to aecept. 1o cdoperate with, and to understand
handicapped  childien. Sometimes acceptance is preceded
by anxiety or reection, One of the teachers tasks is to help
the class to accept those who are ditterent.

3. The handicapped ckild’s selt-image has an oppar-
tumty tamprove, He can acquire o sease of belonging. He
s o chanee to become more competent. independent and
selt-relant while beconung more sociabie and cooperative.

4. Seemg the handicapped chuld in the classtoom with
normal children helps parents aceept more realistically the
mpact of the chald’s disability. This in turn, enables them
to hielp the child reach his masimum potential.

The legistative mandate detines the term “handicapped
childien™ to mean “mentally retarded. hard of heang,
deaf. speech mpared. visually  handicapped. seriously
ciaotiomally disturhed. cuppled. or other health impaired
chtldien who by teason théféot requine special education
and ackated services.” Many of these catepories have been
retiined e this manual, and will be found m the table ot
contents. However, some of the lepndative detutions ot
handicapping condutions fave been supplemented by prac-
ticat \m\nrkn'u.' vatepories which we hope will be of use to
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teaders. The table on pape 3 coodinates the legislative
detinitions with the chapter numbers and categories we
have used in the manual.

FUTURE PHASES

As has already been pointed out. this manual 1 the tirst
step  an overall effort to develop a needs assessment hat.

The second part of the kit which will be field tested
during FY 1975 will consist of three components: 1
developmental screening instruments, H. classroom assess-
ment instruments, and WL program planning matenals.
These are mtended to help the statt torm a profile of each
child’s ability and potential so that the program can ‘he
adapted to mdividual variations i development which are
charactenstic ot all children.
i. Develofimental Screening I nstruments

Fhe purpose of the screemng instrygpents Q*-m ASSOSS
previousty unidentified  children whose entry nto and
adaptation to Head Start may require special attention and
planning.  The scicemng process should be b fatul in
wentitying children with social or emotional problems and
copitive lags or lacks. as well as physical handicapg, It
should also be helptul i identitying socially or cognitively
gitted children. 1t 1s recommended that wherever possible.
Head Start statt do the screening in preluninary parent
interviews and child observations betore the child enters the
class. The iesults of the developmental screening can bhe
used by staff, in conjunction with health screening inforna-
tiopa to decide an appropriate program option for each
ch’éd. to evalaate the best classroom assignment for a
particular chitd. and to alert staft to those children who
may require further evalnation. The screening instruments
will use stmple. rehiable behavioral ubservations of the child.
in conjunction with the parents’ report of his everyday
behavior and  Jdevelopmental  history. The handicapping
conditions discovered dusimg the screemng phase as requir-
ing special services will require continmation by profes.
aonab tianed i assessing such disabilities in children.
Heed Start statt may also want  further professional
consultation tor these children. as well as tor children with
mlder conditions,

1§. Classroom Assessment I nstruments

The purpose ol the classtoom assessment mstruments iy

BEST COPY AVAILABLE

to provide the staft with methods and guides tor observing
and recording children’s behavior so that each child’s
strengths  and weaknesses can be dentified.  This will
provide a developmentat profit. dor each child. which will
in turn serve as a guide to pianning and organizing activities, -
space and materials best suited to the child’s developmental
needs. The mitial assessment of the child’s development will
also serve as a bascline against which to evaluate his -
progress over an extended period of time. 1t can abwo assist
the staft in discussing with parents their child’s develop-
mental strengths and needs. and can alert the statf 2o
problemns which may require staff discussion. discussion
with the family. or consultation with o referral to
pediatricians, aeurologists, psychologists. and hearing and
speech specialists, In short, the developmental assessment
instruments are intended to be part of an ongoing. dynamic
process which recognizes the necessity for periodic re-
evatuation and planning as children grow and develop.
#

ill. Program Planning Materials

The purpose of the program planning matenals is to
provide the staft with suggested ways to individualize and
adapt the curriculum and other aspects of the program
experience to the developmental needs of particular chil
dren ftwill include suggestions and examples of setting goals
based on children’s developmental profiles, and suggested
activities designed to achieve these goals. The program
planning materials will also contajp suggestions for class-
room activities which permit and encourage different
responses from ditferent children, and so enable the teacher
to promote individualizing expericnces in a group setting.

This manual was prepared by an interdisciplinary group
at the Judge Baker Guidance Center. Boston. Mass.
representing the fields of chinical psychology. develop-
mental psyehology. early childhood education. special
education, social work. child psychiatry. and pediatrics.
The wotk was tunded by the Department of Heaith,
Education. and Welfare, Oftice of Human Development.
Office of Child Development pursuant to grant =H-1920.

A Reader Fraluation Form will be found at the back of this
manual as Appendix 3.

HUNH | A
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« Head Start has always recognized the importance of tull stle_bulding in which the center is focated., transportation,
and open, cooperation between all members of the Head  and agencies.currently involved with the program.
Start team. By Working together, by sharmg their concerns - o _
about individual children, as well as about the propram ava, HEAD START CENTER PERSONNEL
whule, everyone henetits social service staft, teachers Since the inception of Project Head Start. staft has had
and parents are.all men! the team. ongoing insservice training. In the past. this training has

¢ Integrating handlﬁppcu children into the classoom  coptered primarily aroundd the classroom activities and

requires careful planning. In this chapter vou will find some gement technigues, More recently some of the training
stggestions for staff planning in relation to classroom space, S8R, focused on children with one or titore hdmlicaps. It is
statt and consulting resources. parent needs and the number  rycial that staff who recruit children not only know the
and types of handicapped children to include in the  conteat of the training, but also how other statf members

program. , felt once it was oves. How ‘helpful was it to them, and how
’ ) comfortahle do they now fecl working with a child who has
A. ACTIVITIES OF THE STAFF IN RELATION  a specific handicap. e.g.. mental retardation? This topic of
TO CHILDREN WITH SPECIAL NEEDS stat? acceptance can be included in a staff meeting apenda.

. Ry Discussion of this and other needs can be continued in
thc Hea®B8Start staff is undertaking some new respon- further sessions. At staff sfifietings there can also be pooling
sibilities in serving handicapped children. and® staff people  of staff information about schools. clinics, or agencies in
pmiay find their roles changing somewhat depending on who  your o Mmunity that serve children with special needs. This
has experience that enables her (or him) to meet these  information can be shared within the staft' so that members
needs. Some teachers have had previous experiencd with  working with particular problems can utilize these outside
children with some types of handicaps. but not with others.  resources tor the purpose of gaining additional knowledge
.The sociat service staff and theé community aides will also  for themselves and services for the children. Just as Head
have some variations in their experience. : © Starg is 1o help children feel good about themselves, staff
The staff of individual venters may decide to divide up  must also have similar good feelings. and confidence is the
the work a little differently to make use of experiences  key. Special knowledge about the grofessional help avail-
people have had or the types of problems about which they  able can make a substantial contribution to the buslding of
feel most comfortable in dealing with mothers or children.  that confidence.
One of the staft’ functions that is somewhat expanded :
now s recruitment of childien and of volunteer assistants.  VOLUNTEERS - -

Previously the primary  criterts used  when  recrasting From the heginning. Head Starthas relied vety much on
children for Head Start have been age. family income. and  volunteers to increase the adult resotirces, thereby providing
the ethnic composition of the community. . more individualized attention for the yqun&tcrs. Now that

Now 1 new clement has been introduced. At feast ten per  there will be more children in the program who have special
centof all Head Start progrgim participants must be children  needs. the need for volunteers will undoubtedly be preater.
with special needs. i1.c.. handicapped children. Since it is  The number of reliable volunteers presently working in the,

& unrealistic to expect every center to he able to meet the  center. what their schedules are, and where they are
needs of every type of handicap., as nsqus?mcm proceeds  assigned should be surveyed. It s impnﬁ;ml that you do
cach center should try consciously to assess the ngeds  not overestinate the number of additional volunteers you
and resources of the center as a whole. In order to do  nught he able to recnnt in the futureswhen considering the
thes 1t will be necessary to know the percentage of chldren  enrollment of children with special needs. Therefore, your
who are currenthy enrolled who do o fact have special  survey shonld be aceutate: do not rely on just guessing how
needs, and how these specil needs it in with staff many volunteets could be made avaitable. Too many at any
resources. Orher mmportant aspects of the center's resodrces one time G lead to an overwhelming situation for the
are the trammge opportanities, the number of voluntecrs,  classroom staft: too tew can feave the staff shorthanded.

V010 : ‘




" with the volunteer about time allocation, explaining haw |

¢ . . o K
Since volunteers are not paid employees the staft needs

to plan to use then dutimg time that they can reasonably

allocate from their other activities. A carctul discussion

wmportant repularity is tor working with children. may help
in securing the copumitment that is nceded. Including the
volunteegs in the statt’ trainamy sussions' is dikely to
strengthert their Sense of cotumitment. The Knowledge the
volunteer gains trom training sessions cn help her feel that
there is some mutual benetit 118m her actiwities at Head
Start.

Good sources for the recruttinent of volunteers vary
according to who s avatlable in your comhunity. Stydents

—— -in-Jocal-high- ahuols and colleges ate trequently. goud.

resuurees particularly when they can be engouraged to learn
from your program as well as giving help to *ou .md the
children.

PARENTS :

Having parents participate in the Head Start pmg.ml as
volunteers is one of the ideal ways of bridgmyg the gap
between the center and the child's home. It is a.very useful
way of letting parents see tor themselves how weil their
children arg_adjusting to the Head Start program, and what
they are dum;. Ask parents about things they might like to
become involved in at the center. Many times parents have
skills which the centers could use. When a mother has a
speciale shill like playing the guitar. or mahing things
appropriate for voung chilidren to do in arts and crafts.
some planning about when she will come in, and preparing
the childien for her visit can result in a pleasan ... o
everybody. -

Most nmthcu can help in thc usual Head Stdrt activities
i they are given a little coaching by the staft’ it is difficult
for a mother to come in and belp on g day one of the
teachers ybick it shie has had yo previous experience in that
classtom
well as the names and ways of ditferent children hampers
her ability to be a real help. Previdus visits to the classtoom
“on days when gveryone is there can prepage her to help out
in times of greater need, When the mother comes to Thss to*
assist the teachet. some indication from the teacher about
the activity that she might.work with or which children the
teachor would Iike het to be with is helptul. Some mothers
have an immgdiate capacity to see where help is needed and
to pitch in. but a shy muther will tend to hold back unless
the teacher has communicated some tdea of what is planned
and where the mother could best fit into the activity.

Parents should also be encouraged to patticipate in the

tramitg sosstons set up for ‘the regular teachipg stat? and -

volunteers. The more traimed adutts available to the center.

.

(4] - : t,
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. Learning 4l at once where supplics are kept as

ﬂﬁlﬂﬂbmmumf .

the better. Parents 'are teachens towr, They h.wc fmng
assisting in the development of their children front hmh It
is important that the Head Start program should ‘benefit

trom the contributiony of parenting skills and keowjedge

and eqially” important that the Head Start experience
should result also in a sharpening of those skills. :
CONSULTANTS

The majority of consultants in the Head: Start. program
are trained ;wofessmn.nls who offer a vital service in the
general fields of health, development, and cducation. The
need for these consultants has increased along with the
increased enrofiment of thildren haying special needs, and it

.

may _be_ helpful to__enlist “additional _consultants whose |

specialties are more directly related to the handiuppcd

_ children now comingjnto the program. These might include

speech and physical therapists, teachers who are trained in
working with children who have emotional or physical
disabilitics. and consultants from the staffs of agencics who
are concerned with specific handicaps. ¢.g.. National Associ-
ation of the Deaf, National Association. for Retarded
Children, Faster Seal. to name only gtew. The staft should
make a point of knowing the sefﬁce resources in the
community, the purposes they serve, their fields of activity,
and also their availability for consulting work.

When tesource people come to the center, their visits
should be arranged so that the specialist can observe the
children and time can be scheduled for disgudsion so that
classroom staft will have the opportunity to meet with the
consultants tor sharing mutual concerns, and alternagive
methods of %57 2 children. It will probably be”
necessary to ;m;m;.c for volunteers and other s.aff members
to assist in the classroom during the time that the deacher
and/or teacher aide meet with the consultant. Arrange-

ments should always be made in advance to ensure against -

leaving volunteers alone with the children. Staft are -

responsible for the supervision and safety of Head Start
children and this responsibility cannot be shifted mtally to
volunteers.

The Head Start center personnel rcprcsem the number
of adults who are available cither as paid staf?, volunteers,”
or consultanty in the center on some regular basis to meet
the needs of the program participants. Ouce you have

“assessed who they are, what they do. and when they are

available to doit, then you can partly estimate the
adutt-to.child ratio and the types of resources that will by
available to the classroom staft, '

HEAD START BUILDING
The architecture of the buikling in which the Head Start
center is located may in some inptances help tasdetermine

00011
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-the* Kinds, of special needs that the center can o cannot
Jdcquatcls aceoninodate. Sone venfers are houwd in the

hasenents of chuuhu uthu\ are m Lm.c older houses, and

- BEST OOW WIILABlE .

'y

om DOOR PLAY SPACE . .-
deally. outdom play areas. should be .ul].mcm to ‘the
ceter and enclosed. However, there are programs wheed * »

e are in schouls, just to mention & tew of the Virious  «the stat must walk the children a hlud\ or more W de

types of byddings, Wherever adequate space requiring little
or no rcmw.nm(h.ns been made available m the qorfimunity
to Head Start, then that s where the center i located:!

floor, and a numbee of steps miist be mancavered. it might
not be wise to recr@it children whose legs and/or bodies are
supported by braces or crutches, or who might ovén be w'a
wheelchair. Perhaps additional precautionaty measutes can
be taken for the child's safety if there are only a few steps
invalved. i.c.. installing a short ramp. Older houges also ofter
the posdihility . of adaptation 1o a flexible integrated

program. For eXample. o house with small rooms would be

suitable for anopen™ classroom arrangenfent. with desig:
mated rooms for varous activitits. It should be remembered
that this requies statt planning and cooperation.

Most basements n buildings which are usually open
to the public, hike churches, have toilets. and also doors
which‘ open “out to grade ™
of braces. crutches.or wheelchairs’ should not present a
problem im, reciuiting children whyf need these special
supports. (Al see section on children with motor dif¥i-
culties.) ‘

Q )]

_ children with Certain spedial needs. .
< I classtooms are located in a basement or on the second

In these situations. the use

* téam shar¢. many of the smipewoncerns.

- | go012

playground every day. In these situatiogs the .hazards of
traffic must hf considered in relution ma:e recriitment of .
During the intervitw with- parents, or in the information
that is received from a jeterring agency . a stafl person may
discover that a child has not yet developed inner controls
with 1egard to his owspersonal satety: he may run nto the
street.or may frequently hide from Mommy on shopping -
trips to the sfore. ThY steps necessafy-to ensurc adequate
supervision of the child on regular trips to the playground——2-

‘!

Cor occasional field trips should bé discussed with the

classroom staff prior to his first day at Head Start. There
are ways of handling suchi a child, othét than not en-
rolling him. Placing him in another closs. at the beginning
of the year. while *his class goes on outings, wn:gradually
including him is one possiblé way. Having ‘more adulis along
on trips so that the teacher or teacher’s aide can be
responsible solely for this child is another way’ Certainly
there are other alternatives which might exist for children' -
" whu have special needs which all uf the staff can «liscuss.: *
Remember. Head Start is a team effort .md roembers of ﬁé .

. . .
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}' Muny tead Start programs provide hus transportatio

.- example, .

aod from the center. The bus driver on your staft shoul

“definitely be included in the discussions concerning teeruit.
ment of children with spec.ini needs. The nutiber of adults
au:umpanymg -the bus driver when tganspyrting the ..luld
might weed to be increased for closer supesyjsion, - The

dgular hus schedule and route should be. reviewed and
. changed when necessary. More than one trip may be

necssary. Additional satety devices, il shoulder belts,
could be priced and considered if there Is the possibility of
enrolling a thild who has spastic eerchral falsy, tor

‘e
.

&

. -
v .

prepared tor her visit both she and the ihother will be more

comtortable. Some of thie information you need may be in
“the letter fmnlz: referring agency. Sometimes parents who

have been dealfng with a number of agencics must hear the
satne questions over and over. They may become irritated if
they hear them again from you. Also your preparation tor
the interview will give some indication that-you really do
vare about the child and his l‘.nmly that you are sensitive to

.their feelings and concern; and that you medn 1 be'of .

dsgistance todhem, not a burden, _

Of course there will be necessary guestions you must
ask.
othefwite available to you. Be sure to let the parents know
that_any _information_you _receive will be ’ucatcd in a

THE SOCIAL SERVICESTAFF 7
D THE INTERVIEW - . I
Once you have assessed the resources of your dentet,

recrmting chitdren with specidl needs which have been

identiticd should not present as great 2 problem since you
will be better able to assess with the parents the probable
value of the program for their child, However, betore
making a home visit for the first jime, there is inforation
about the child which you should have received from the
referring agency. Some things that would be helpful to

Rnow are histed Below., Not all these things will be known

aliead of time tor every child, but when they are not, thc

should be dealt wath carly in the ¢ontact with the family.

t. Child’s name. address.1clephone number. and date of
birth, ] ’

2.1 The names of the parents or guardians.
= 3. The names and ages of siblings,

4. The speatic handicapping condition.

5. The medical history. {f possible this should nmludc
the name of the chnic and ‘ot doctor with" whom the child
has had contact. .

6. The child’s progress report, if pusqihio

7. Significant health factors of nlhcr members of the
family.

K. Some indication of the parents’ attitudes and general
tamily acceptance or deniat of the child’ handicap.

9. A tentative plan for Head Start and the referring
agency to coordinate their eftorts with the fanily: this
should .include collaboraticn on the management and

~ progress of the cluld.

The family interviewer will need to bring a "chucct for
Information™ form which will be necessary in order to
recerve confidential information which the referring agency
quite probably will not otherwise be able 1o release. This
form must be signed by the gluld s parents or guardian and *
dated. .

It the stat? member who does the initial interview is well

confidential manner. .

Sume parents may have accepted the dnld s handicap,
and the acute distress that often accompuanies suchs painful
rc.a[u.mun may be over. Other parents may still be'having 2
hard time accepting the facts about their child's handicap.
(See section o Parents of the Child With Special Needs.)
Perhaps the referring agency has let you know where the
parents stand, in the process of accéprance of the child’s
problem. It so. you will have some information to guide
you in yhur interview. If not, you will have 1o “feel’ your
way throagh it. relying on your sensitivity to rell you when

o “back oft” ¢ither by changing the subject or making an
appummwm to come b.n.k and finish the interview at
another time. .

Your observations of the parents and child during your
interview will (1) assist you in possibly ldcmilymg some of
the family’s peeds, and () ‘enable you to rcpmt to other

« staft members the activities of the child. while you were in *

the home. The latter obseivations will be of significant
value in planning to meet the child’s special needs.

It is important that you let the parents know the full
scope of the Head Start program, including not only the
préschool educational and gocial experience for the child

but also the other services that could assist the total family. -

The participation of _the parents through the Centet
Committee, Parent Council. and Policy Council should be
discussed. I is important 1o bring parents into the processes

“hy which decisions affecting their children aré made. Head

Start recognizes the fact that paremts are the prime
cducaters of their child, and the stff welcomes their
assistance. ' '

Make sure that ypu give vowself cnough time fon the
recruitment interviews.- Don't  rush  through. them. By
allowing parents to ask questions about the program you
will create an atmosphere of equal exchange. Your recruit-
ment interview not only sets the tone for the future success
or failure of the purents” involvement and participation. but

50013 L

- h . .

hﬂ try towlimjl them to getting information not

.,



[ ] 3
& .
also opens the doot far vou tuture mluwnnnn it
intervéfition should hcunnc Hecessaey . \
, L]

CLASSROOM IDENTIFIC ATION

 Phere are many instanees whete chtldren h.mm. sprecial
needs are not identitied until after tiey have been entolied
it Head Start, These will probably be children whose necds

awere not imnmedately wsible during the recruitment ter”

views, or who have not been rcfcrrfd by an outskle
resource. Parents may pve you a Signal that cnetul
observation of,a child p warranted by desctibing the child
as being slow. won} listen, lazy, or shy, ete. Such
descriptions should be, lcpmlul to |Iw u.l.twnnm sull whcn

———thechillis heing enfodlcd .~ ' .

Teachers and. teacher’s aides will probably be the first
members of the Head Start team to observe and discuss
with the comunmity worker a child who appears to have g
special need. It may be necessary tfor her to get additional
information from the parents_about the Gild's develip.
mental history and behavior pattern at home. It would .o
be good to find out whether or not anything dmcrcm I8
happening at home which might pu\\ahl) be umlnhutlng. to
the child’s behavior.

Sometimes  the  infotmation which is galhcn:d ;md
discussed with appropriate statf mentbers may be cause to
arrange a thorough examination of the child as won as
possible. Even it the center has signed parental consent
torms for anedical and dental examinations. it is always a
good practice to keep parents informed about what s
Happening with their children and when. B it is at all
possible, parenty shoukl be encomaped to accompany the
child when heeping medical, dental on psy chological (where
appropriate) appointments. The statt may be able to-assist
in this effort hy helping to arrange for a babysitter i there
are younge: children in the family. or transportation if it is
necessary.

After all ot the.examnations and selevant testing has
been completed and an actuad diagnosts has been made that
a child does have o specal need. understanding of -the

~family’s posible reactions will be of sipnifigimee in lhc

staft’s contitued mienvention, -

In v tar av v possible. o continued  laison with
physicins w1 apencies who  have aeterred handicapped
children to Head Start is of consuderable importance, This is
also true about the professional resources that are provid-
ing services for those childien with special needs who
have been wentitied since they beean to attend, Head Start,
The staft will need to deade. by whom and how these
contagis will be mantamed  Tioupls regponsibality sy be
ditferently allocated tor ditterent children evervong needs
to know who will ukc rcsﬁ'muhnlm i cach sitwation.

. . “ ]

Collaborative planning and 2 1cady aceess to help in
times ot physical or psychological crises can best ke
maintained by o plan’ that involves®s petindic exchange of
imformation between Head Start staft aud other profes.
sionals who.are helping the child. What may at first seém
like extra work may in fortunate collaborative efforts he
mutually stimulating and’result in greater gainy for the
child.

-

B. THE TEACHER AND THE
CHEHLD WITH SPECIAL NEEDS

© Though many - Head Stait t’cacheis alicwdy have soie
£\periente with handicapped children in their classrooms,

the task of including more handicapped children, and

perhaps some with. untamiliar ditficultics, presents some
special problems. !-or most people. khowing mote about
the ditTiculties they are trying te cope with makes the trak
somewhat casier. The teacher will want to find out about
the particular needs of the handicapped children she is
dealing with. She should also be well aware of the strengths
and special abilities of the child in order 10 awoid treating
him as more h.mdn..mpcd than he actually is. The gaal here

is tor the teacher to debelop reasonable expectations for the

child which are neither 100 high nor 100 low.

The privnary sources of information about children
whose ditticulties have heen diagnosed prior to entrance to
Head Start are usually the parents andithe referring agency.
The teacher may also want to suppleghent this information
with more ;.cncul infornation from reading about_ the

-

Iundncaps she is dealing with i her class. Some rcfergm.cs AN

o sources providing ‘information about handicaps are in-
cluded in the hibliography in the final section of this
manual.

Not all physical (o1 emotional) problems are cqu.nlly
handicapping for the child. Some. like asthma, involve
periodic agtacks of shoftness of breath, but between attacks
the child may seem pertectly normal. Others, like a clubbed
fout or pagtial sightedniess, may atteet the physical appear-

anee and hehavior of the child at all times. Casts, hraces._‘

crutches, wheelchairs, special plasses. even a hearing appara-
ttis are very visible and both the handieapped child and his
nonhandicapped peers may react ‘negatively to them. On
the other hand. phiysical wids sometimes f e the
nonhandicapped child: he may beg to try them Sut, even
coyy rather than fear the wearer. .
Anamportant factor in the handicapped child’s reaction
to his handwap 1 how others react to him. His carly
expenences i he honie and in the neighhorhood can affect
his \cll e eithar posttively w negatively. And he Ivmgs

f 9
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this. Selt-ipuapd the_clsstowin, The handicapped child
with a positive s@aungee can be a real asset to the group.
Given formal. xuppm'l and p.ootection against - the usval

classroont hazards. these childeen can do very well in Head .

Start. The child with a negative seltaumage, of conrse, needs
more help. The maragement technigues outhined in other
sections about children with emotional handicaps apply
also to these children. In addition, however. the deacher
needs to protect such children from the taunts of others.
Often she can do this by example. If she is able to
anticipate some of the needs of the handicapped child, for
example, and clear the floor of objects which might trip the

child on, crutches, other children are likely to da so too. .

Simple statements sugh as “Lei’s move these botks nearer
to Johnny so that he can reach them,” are likely to help the
nonhandicapped child to feel that others’ are ready and
willing to be helptul. '

Assuming that the classroomn has heen arranged to
facilitate the physicially handicapped child's ability to

“move safely around the room ramps for children in
*wheelchairs, wall railings to help children who need such

support. etc. cogsideration should be given to the types of

children who are to be mcluded in a given teacher’s group.
There are at least three major conceirns in the selection

of children for the classroom group: -

I. Childien who are physically  handicapped  and

. control of their aggressive impulses.

BEST COPY AVAILABLE

especially vulnerable shoujd not be included in a classroom

group with niembers whd have extreme difficulty with the
L 3

. Several children with excessive needs for one-to-one
attention should not be included in the same class.
3. Some caccount should be taken of the types of

- children the teacher has. already successfully dealt with as

well as the kinds of handicaps she may feel especially
inadequate to hand'e. dn

Even within a reasonably well-balaced classroom, the
presence of the &andicapped children with special needs
poses certain probloms for the teacher and her aide. The
teacher may find that she tends to focus most of her energy
on children with special needs rather than on the majority
of the class. This can happen because the child with special
needs is a particular chalienge, and the feacher wants to do
well with him. By planning with her teacher aide and other
available adults, the class as a whole can become the major
focus of her attention. At times when she is engaged in
sonie activity with the child with special neceds, it is
important that she has planned activities with her aide for
the rest of the class. :

Kecping all the children in the class engaged in meaning-
ful activities can become ditficult if too many children
require prolonged one-to-one attention. Though the social
service department and the educational director usually
have some possibility of choosing in which class children
may be placed. it may happen that a teacher will have a
particularly difficult class. Since not all- handicaps are
diagnosed prior to the children’s entrance to Head Start, a
teacher and her assistant may in fact have a considerably
higher proportion of children with special needs than was
planned. Children with emotional problems may be particu-
larly likely not w0 be recognized until their attempts to
interact with other children in class make the difficulty
obvious. Once it is clear that teachers have more children
with needs for one-to-one attention than can be appro-
priately managed. some adjustinents have to be made.
Perhaps some additional adult assistance may be secured.
The social service departiment may be able to recruit more
volunteer assistance for her, or it may. be necessary to plan
reduced attendanoe schedules for some of the most difficult
children. A tcacher who is physically exhausted and
emotionally drained at the end of cach day cannot plan for
the next day with enthusiasm and thoughtfulness.

When assessment technigues for all childien are more
generally used, more effective planning of the composition
of class groups should result. 1t there is an effective match
of children who can tolerate each other’s difficulties and a
core group of healthy children in cach class, the teacher will
have the opportunity to develop a class in which construc-
tive soctalization can occur among the children, '

%
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¢ PARENTS OF THE CHILD
WITH SPECIAL NEEDS

flead Start staft members who worry over problems
arisg from classtoom work with a handicapped  child
should bear in mind that the parents ot that child have had
the same worrics over a much longer peri-ad of time, and
probably tn a more acute form,

Parental concern about a handicapped child begins on
the day the parents first suspect that a severe chronic
prohlenr exists. The initial reaction often includes fear and
anxicty. depression, puilt. even dishelief. This dishelief,
which psychologists call demial, can be difficult to deal
with, but is really a reaction that helps the tamily to survive
a sudden very painful situation. The parents numbly reject
the doctor’s report - it cannot be true, they feel, that a child
of theirs could he mentally retarded. it is not unusual for
doctors to have to repeat such an explanation maay times
to parents who, understandably. cannot allow themselves to
hear what is being said  the truth is too distressing. Usually
this disbeliet or denial will run its course, as the parents
gradually accept the handicap and begin to learn how to
deal with it. It denial does persist. however, it works against
the best interests of the child because it diverts the parents
from dealing with and planning for the child’s real needs.

By the time you come in contact with them at Head
Start, many parents will he well on their way to accepting
the limitations and needs of their children. In fact, with
children with previously diagnosed handicaps. a good deal
of the information vou need to know about the child you
will get from the parents. Other children with problems
may he identified only when the-parents and teachers see
the child in relation to other children in Head Start.

Now and then you may encounter a parent who is still
minimizing the limitations a handicap imposes upon his
child. This attitude may be transmitted to the child, who as
a_resuft may get into dangerous situastions. For example,
Karen. who has a .hearing impairment. does not wear a
hearing aid. and may not hear warnings to get out of the
way. Or the parents of Amy. a'mentally retarded girl, may
say. “She may be hehifid other children her age, but she’li
catch up.”

Feclings of guilt are another problem to which parents
of a handicapped child are prone. Parcnts may feel that
they are somehow to blame for their child’s problem. A
mother may regard her son’s cerebral palsy as a punistiment
of her for having. had flecting regrets in pregnancy that she
was going to have i child. The futher.of a girl who can’t et
along with people may feel her antisocial attitude came
from his having been depressed and irritable over the tliness
and deatl. ot his wite shortly after the girl was born.

Negative, resentful teelings toward the handicapped
child “are also conunon among parents. The child has cost
+he parents much anxiety. doubt, time, money and possibly
cmbarrassment, it would be unusual for such parents not to
have “negative feelings toward their children. Usually the
parents feel guilty about barbering negative feclings and
don't express them. Often they won't even admit to
themselves that such feclings exist. :

In sne families, these resenttul, self hl.nmng. feelings. in
combination with the extra help that the child with special
-problems has needed, may lead the parents tor give the
child more help than he really needs. They may insist on
overprotection for a number of reasons: (a) because they
undcrcstmutc the child’s abilities: (b) because thcy are
afraid that a child who uses crutches, for example. {nay.
be hurt in a fall unless closely supervised: (¢) because they
feel guilty and try to vompensate by giving the child as
much.as they can: (d) because they fee! helpless and try
to combat their frustration by constantly doing things
for the child. Sometimes parents give up and neglect the
child. '

Sceing their handicapped child in the school setting can
be a beneficial experience for parents. The sight of the child
at play with other children may relox some of their
exaggerated fears, and a realistic acceptance of the child’s
strengths as well as the child’s weaknesses can be furthered
by observation of what the teacher is able to expect and
obtain from the child in the classroom. 'f, for example, the
parents of Cathy. who has to use crutches to get around,
have been overprotecting her they may be reassured by
sceing her move around the classroom safely and playing
with other children. Often. sending home what the child
has done drawings. paintings, or other constructions can
serve as visible reassurance that the child can do things like
other children,

Listening to parents can be of help to them. Many of the -
feelings about a handicapped child  embarrassmeht or
shame over the child's appearance, sensitivity to the glances
and reactions of others in public places - are feelings that
most teachers and neighborhood workers might experience
on field trips. and can understand. Parents will also have
questions, some of which you will be able to answer and
some of which you will not he able to answer. You should
not expect to have all the answers, A particubarly ditTicult
kind of question relates to the child’s future. A parent of a
retarded child may ask. **Do you think she is going to finish
high school and get married?™ In this case. neither “yes”
nor *no” will help, because we probably don’t know at this
stage of the child’s development. The hest answer is an
honest 1 don’t know.™ At this point, the parent and the
school need only make predictions about what is the next
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best step to take in order to promate the best development
of the child’s potential.

Parents can learn from other parents and can teach them
as well. Some parents of  handicapped  children who
previously have Kept themselves selated, nay, through
tonmal and mtormal discussion, share infornation. fears,
hopes and plans with other parents. It the parents ame
unaware of the community and national organizations that
exist to assist handicapped chitdren and their families, they
may learn about them from other parents. Head Start statt,
toa, can inform parents about these resources and help
parents utilize these organizations to the hest advantage.
(See Chapter VIL)

It is worth repeating that you can learn a good deal
about a handicapped child from parents. They are in a
position o tell you what the child can and cannot do, and
what his likes and dislikes are. You, of course. will have to
evaluate this information in the light of your own observa-
tions of .the child. Some specific matters on which the
parents will have valuable information are: ’

I. The child’s level of toilet mastery and his toilet
vacabulary.

2. How to adjust any special aids the child has  hearing
aids, braces, crutches. ete.

3. Any special requitements concerning food or rest.e

4. What hody skills the chitd has mastered. and where
he may need belp.

Other information often gathered from parents of. normal
childien which is useful for nonhandicapped children, too,
is:

8. The child’s likes and dishkes in regard to activities
and food.

Co.
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6. How the parents teach him new things.
7. How the cluld tries to avoid things he dislikes domng.

While there are a number of positive contributions
parents can and  do make to the progiam, you can
understand why talking to the teacher or the neighborbood
worker about the child’s problems may be painful to a
parent. This is particulady true for parents of children with
social or emotional problems. These parents are likely to
fecl even more guilty and conflicted about their child's
problems than are parents of children with  physical
handicaps. Though the parent may inwardly blame himself,
he is naturally defensive about how well other people think
the child is being cared for The parent may also be aitical
of how teachers and other childrern behave toward the
child. A parent of a child in trouble may think the teacher
should always see to it that the child’s coat is still buttoned
when the child arrives at home or that he never loses his
mittens; that other children should always shaie nicely with
hiti and never hit him or grab things from him, even though
the children may be in tact retaliating for some of his
aggressive behavior. The teacher can seldom secure his

" perfectly protected and: cared for position for any child in
her classrvom, even it she thosght it advisable. While it is
useful and rewarding to be aware of some of the emotional
problems confronting  different  parents of  handicapped
children, statlf need not and should not be thetapists.

it the staft’ can remember the extra burden of anxiety
parents of nandicapped children have to bear, it will be
casier to tolerate some anxious criticisin. In so far as she
can, she will attempt to sort out reasonable complaints and
try to remedy these ditticulties. When she can, she will tey
to tell the mother how her child coped well with somme
ordinary problem of heing in the group, and try to secure
the mother’s interest in hes child’s adaptive capacities.
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Perhaps you have never before cansidered the possibility

that you. the teacher of a regular Head Start class might
have a student with a physical handicap in your classroom.
The problems of dealing with a blind or deaf child. or a
child with a physical disability may seem verwhelming.
You may feel. to put it in mild terms, less than adequately
prepared. Some of the teacher's concerns may be due to the
unknown clements in the situation. You don’t know
exactly what the child will he like with you, how the other
children will react. or what you will be like with the child.
You probably underestimate enormously the help you can
actually give the child. And you may be worried about
whether you will do any harm. These are natural under-
standable concerns but the tact is that the child will
probably benetit greatly from bemng in your classroom.,

In this chapter there are discussions of children with
problems of language or hearing, vision and motor ditficul-
tics. The emphasis in all three sections in on management
techniques. Hopefully you will find suggestions here to
make the entry of such a child into your classroom a
smooth and positive experience. Remember as you read
that the sections are discussing many different types of

~problems - they are not all going to appear in your room it
once. Remember too, that you have an invaluable source of

information in the patent. who has been managing the

child’s difficulties for as tong as the problem has existed.
And finally. remember that whar you have already learned
about children in general is much more important than
what vou may still need to learn about the handicapping
_condition.

A. THE CHILD WITH MOTOR DIFFICULTIES

Perhaps one or two of the children who apply to your
Head Start program will have discases of the bones,
muscles. joints, or brain. In tlus manual we talk about
verebral palsy. muscular dystrophy and amputation. but we
realize that those are only o few of the specitic discases and
~disabilities that can cause problems in focomotion.
The -teacher’s main worries about children with motor
problems include the following:
' I. What am I going to do about the mechanical
equipment - braces, crutches or wheelchair  a disabled
child may bring to the center?
2. Can standard outdoor or indoor climbing and gross

v
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Management of Some Physical Problems

/ in the Classroom

- motor equipment be adapted tor use with the children who

have disabifities?

3 How am 1 to knnw what these Lhﬂdrcn can and -

cannot do?

4. How great is the danger of injury tor a child who is
unsteady on his feet?

5. What about the bathroom? &

6. Will the child be able to keep up with the class or will
I have to change my curriculum so that he can manage”?

These questions pose real problems that call for answers,
but they deal with what the child.cannot do, rgther than
what he can do: how he might not fit ipto your program,
rather than how he might.

Physically handicapped children often are denied not
only the full uses of their bodies but also opportunities to
explore their suffoundings. By including the handicapped
child in Head Start, you are offering him perhaps the only
chance he might have to experience the normal pleasures of
his age. Your classroom is rich with materials. language,
action, socialization. It is a place offering the child a chance
to discover through play who he is and what he can do,
how to make friends and to understand how other people
teel. We know that these discoveries are important for all
children as part of growinga but especially for the child who
is limited in his ability to get around.

The special equipment the child with a disability brings
to the classroom should be in good working order. His
parents can show you how to put on or take off braces.
should that be necessary, or how to strap the child intoa ~
chair or standing table. Children in wheelchairs must have -
ramps where others have stairs. but these need not be per-
manent concrete. Temporary ramps are easily built. Floors
should be checked for slipperiness. If floors are kept heavily
waxed. rubber tips should be applied o the ends of
crutches. The tips can be bought in any drugstore and are
cheap. If the doorways have thresholds, remind the child to
raisc his crutches and lift his feet as he goes over. He may
nced to practice the mancuver a couple of times, but rarely
will this be a problem.

You can adapt some of the regular classroom furniture
to meet the special needs of children with disabilities. For
instance, a child with spastic cerebral palsy may have
trouble with halance when he is sitting. You can keep him
safely on a chair by tying a wide, colored scarf around his
waist and the back of the chair. A small block or juice-can
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can‘be nailed on the front edge of the seat of the chair &
prevent a child’s shdig oft the edge of the chair. The
technicat name for such a device s an abduction block.

Children generally stand while engaging in certain table
activities. fihger painting, doll-washing, bubble blowing,
brush painting, cte. O course. a child who has trouble
standing can sit. but you will need to raise the seating
height enough to enable the child to reach comfortably, A
wooden plattorm will do: so will four kollow blocks laid in
a square and taped or nailed securely together. )

In order to find out what the child can o cannot do,
tirst ash the people who know the child best, his parents.
his doctor, his physical therapist. They will be able to give
you a genetal pictute of what to expect in the way of
physical pertornance: how well the child should be able to
use outside equipment, how the ciyld can walk. what his
signals are. for tatigue. Still, you are right in thinking that
there inevitably will be many Yon the spot™ decisions for
you to make. These are likely to be ditficnlt at-first, and
most teachers tend to be cautious.: Little by little, you will
have to learn what his linutations are, and so will he, Then
you can be ready to assist and he will be willing to ask for
help: -~ *

A child unsteady on his teet may fall quite often when
he is walking. These tumbles may he more frightening for
you than for him. He is probably used to talling but
perhaps should wear a helmet to protect his head. Many
children who are unsteady have had training in the art of
falling and Anow how to relax in order to prevent injury. It
5 not uncommon to hear one of these children vell
“timber,” as he goes down. But he has learned to relax
when falling, and he saambles tor his crutches and gets
back up. It such behavior worries the other children in the
class. drag m an old mattress and letthem practice fallipg
ton! )

It toilet cubicles are large enough for wheel chairs and
have hand rails. one problem is solved. It they are not barge
enough, someone must_be available to help the child. When
a child comes to tlead Start in diapers, the mother should
he asked to send a supply of extras and some plastic bags
for taking the used diapers home. Be as matter-of-fact as
possible about the business of changing a diapered child,
You don't have to make a secret of i, but neither do you
have to doat in the middle of the classroom,

Almost certamiy some of the activiticos zoing onin your
classfoom or on the phiypround will be heyond  the
capabilitics of childien with disabilitics. But to leave these
activities out ot the cutricutum i not fair to the rest of the
children, who may need a great dedl o! stienuous phyical
exercise. There will be times when yvou will have to sy, ™1
know you'd like to do it San, but at ise’t sate.” At these

t4

Q

RIC

Aruitoxt provided by Eic:

BEST COPY AVAULABLE

times be ready to share some of.the child®s sadness about
tus limitations and otter him a stbstitute activity, Perhaps

" there is. another child who would like to join in the

substitute play with Sam. x

We alt know that muny of ghe most interesting nursery
school play takes plice or can take place on the floor. No o
need 1o change that. Just remember to put the handicapped
child on the floor too, where all the fun is.Moving {rom
one floor activity to another isn’t difficult it a child has a
flat tour-wheeled cart. fe can lie on the cart on his belly
and push himselt’ around wherever he wants to go. There
are taney vehicles manutactured just for this parpose, but
nmany  department  stores sell cheap lightweight  plastic
go<arts which work just as well and can be used by alt’
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children a5 part of moss motor play. Some  further
steestions appwar m the section in Matetialy and tdeas,

-
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B.-SPEECH AND LANGUAGE DISORDERS

Most thiee year old children me able to tlonm sentences
that can be understood. However, some children in this age
group tor one reason or another have a very h;mFl"m:
talking, I tact. among the most common problemns
oceurring during the preschool years are those involving
speech ttonming sounds mto words) and language (the
cotfimumication of ideas through speech). For example. a
teacher may gotice that one child frequently tries to talk to
others, but his words can harely be understood; another
child may hardly walk at all. using instead babyish pointing
gestures, wideeyed looks and pouting to let people know
what he wants. Parents and teachers often expect that
young children will outgrow babyish or unclear speech at
least by the time they enter first grade. Sometimes this is
the” casc. especiaily when a child takes part in a group
situation such as Head Start which encourages and supports
casy. friendly conversation. Under such circumstances
many children it make vonsiderable progress in speech and
language.” e . . .

But sometimes a child of Head Start age has an extremne
problem in this arca. Instead of outgrowingthe ditficulty as
he gets older, it may even get worse. This j especially likely
to occur if the speech problem is tifd in with more
generalized  inteliectual deficits, emotional problems, or
both. These children usually require special remedial help
outside the classtoom, as well as the help of the dasstoom
teacher. As in any developmental arca, the problem is to

figure out what Kind of help will best fit the child's needs..

Thuk a minute about the different skills involved in
learnming to talk: first, the chili has 10 be able not only to
hear. but alses he has to have people around him who talk (o

him and 1o cach other. He has to put his own ideas into .

words, eapress out loud what he's thitking about. His
tongue. lips and mouth all have to move in such a way as to
make sounds into words: and e has to want 1o talk to
someone ehe. to fecd important enough. and confident
enough to talk to other people. Thus, a nunther of skills are
involved in the development of speech and language. These
include the phvsical skalls like hearing and the coordination
of mouth movements, cognitive abiities (the putting of
ideas into words). emotional strengths (self-confidence and
social interest). s well as learning opportunities.

In planning how o help a child whose speech s
impaired, you may need professional advice. But you can
gather nany duds simply by paying careful attention to

what the child does. and doos not do. Here ate some
examples: :

During his first days at scheol, Steven rarely spoke in’ the
classroom, and when he did, the ssnouds he made were ot
really like words. e tried to play with other children, hut
often seemed not to know what to do. The teacher had a
hard time getting him to follow direcsions, even when she
asked lim direetly by name to join a group activity or to
met his puzsles away. She thought he was quite stubborn,
ut thenshe observed that when a fire engine siren outside
attracted the attention of the other children, Steven didn't
notice at ali. This incident prompred the teacher 1o have
“Steven'’s hearing checked. The test revedied thar Steven had
a scrious hearing deficit. After being fited with a hearing
aid, e responded well 1o “the special techniques recom.
mended by the speech therapist.

Steven’s situation highlights the ndvamai;cs of early testing
for sensory defects before preschool starts. ’

It is clear that Steven had not leamed to speak properly
becaise of his long'term hearing probiem. Short-term
heating problems can also make a child unre§ponsive. to
verbal and other types of auditory stimuli. For cxainple,
the teacher may notice that a child who has previously
responded well, suddenly does not do so. Sometimes a bad
cold or an car infection temporarily blocks his_hearing. if
the hearing difficulty persists after. the infection has cleared
up. he may require further medical attention, In zny casd,
even though the incidence of dcq{ncss is low in children
under five (less than § per cent), it is always wise to have
‘the child's hearing checked whenever you are concerned
about his speech and language. ’

Here is an example of a different type of speech
problem:

Johnny, like Steven, rarely spoke in the classroom. But
unlike Steven, Johnny s hearing was not impaired. Howe ver,
the teacher did notice several other things about his
behavior. Even after two ar three months in‘the Head Start
program, he rarely wanred to join other children in play,
and staved very much by hibnsclf. Wher he did join others,
it often looked as if he was plaving in @ much more babyish
way than they were. In general, his social development
scemed stow. The psychelogical consultant was called in to
help the teacer work with Johnny and his parents,
Jocusing primarily on Johnny's inability to relate com
Jortably to cther.chitdren. Slowly the babyish behavier was
replaced by more age approprid®® behavior and coneom-
itantly, his speech and language also improved.

Talking to others is a social behavior. YWhen a ghild's
speech or language is imnature or defayed for social and
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. emotional reasons. as in Johnny's case, it is very likely that
he will h.m' ttouble m other ways i the classroom, too,
especially in playing with other chitdren. Whether he is
markedly withdrawn, or particularly unmature o1 his age,
it his hearing is normal, ver his behavior does not show
improvement, it is often helptul to discuss ths with the
child’s parents, and where available. consider evainadion by
a psychological consultant, y

To be sure. not all children who have difficulty in

© speaking do not try to talk:

'Sam, for example, was an outgoing, friendly youngster. He
got along fairly well with others and was much liked by the
teachers. He alway's scemed to have sqmething to say, but jt

_was extremely hard 1o understand what he was saying. Sam

would repeat willingly and the teacher could finally figure
out what he meant. But when & new assistant ¢ame in, she
fornd it impossible o get what Sam was savmg The only
other thing the teacher noticed was that ke seemed a little
chonsicr than most when he was painting or coloring. The
teacher tried 1o get him to imitate her speech. Bue this did
not help, He seemed willing to ey but unable 1o do it.
When the tcacher reforred Sam for @ speech evaluation, it

* was decided that he should work with the speech therapist

once a week: It turned out that Sam's speech problem was
related to @ more general neurological  defect which

interfered with clarity of articulation. With special help.
I Sam was able to make some progress.

Sometimes speech articulation (the way sounds are
made) is unclear. because of awkward movements of the
tongue or lips. Professionals call these problems in pro-
nouncing words articudation defects. 1t is not unusual for
the preschool aped child to have trouble with the pronimei-
ation of a few sounds. particularly *s.” ©2." *th,” *1" *r.”
and “w.” Minor problems may dls.lppcar with time. But in
some instances. when so many words are ml\pmnmmud
that the child is very hard to understind. referral to a
speech therapist should be consideved. by the way. it one
of your children is having speech therapy . the therapist may
suggest that you do some corrective work in class, and it so,
when and how to do it OF course, no teacher will want_tp
do so much correcting that the child witl be too embar-
rassed to talk.

Steven, like Johnny and Sam, provides us with only a
few examples of, the many different Kinds of speech and
language problems resultng from physical. social and/o
neurological deficits. Sometimes a child has more than one
deficit, tor example both a hearing and an emotional
problem.  Sometimes  his  intellectual  d -velopment s
generally stow. i other words, in some cases, mental

.
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retardation may be responsible for the delayed speech
development. (n the other hand, sametinmes the siow
development in the use of the English language is related 1o
situational factors in the family, as when very little, if any,
English is spoken in the home. Perhaps the parents speak
another language. or perhaps very little talkihg in general
goes on at home. So while the examples given show only a
very few of the possible types of speech and language
problems, they do tell us that speech and language are only
part of the total development and experience of 2 Jhild. If
there are pjoblems in speech and language, therc may well.
be problems in other areas as well. Observing wha&q\m you
can about the child in géncral helps you to figure out what
is contributing to the specific speech ur lapguage problem
that yon noticed originally. Here are sorge questions to ask,”
lhu&whmcvcr you are concerned about the way a child
speaks.in the classoom, . - .
Observe carcfully and try to spell out for yourself
exactly what -troubles you about this child's. speech and
language. Does he o .

(3 keep silent much of the time, not answer?

O pronounce most-of his words very unclcarly?

O3 pronounce particular words very uncicarly?

O talk. but frequently express ideas which scem strange
to you? :

Besides the way he speaks, are there other kinds of’
behavior which concern you?

[J doesn’t respond to sounds in general

< [ doesn’t approach other children "

T seems poorly coordinated in his physical mvements
3 shows immature, babyish behavior
O scems generally slow to learn

Have there been amy changes ower the past several

weeks? Has he muproved?

What is known about the home situation? Is any 8¢ this
information relevant to the child’s behavior?
These observations may then be discussed by the staff,

. as well as with the parents, Staft’ will then be in a better

position 40 decide whether to recommend futther special
evaluations, such as hearing tests, speech evaluation and
intellectual testing. Where available, these evaluations by
professional consultagts will help clarify the naturs of the
child’s problem and the preferred method of treatment.
While special services are not yet readily available within
all Head Start programs, it is important to realize that the
Head Start experience in itself can be of tremendous value
1o the handicapped child. Through His everyday contacts
with other children. both normal and handicapped. the =
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handicapped child has 4 chance to learn many  things,

including how to iclate comiuctnely thiough play to age:
cquals. This type of learnmg is essential tor healthy social
and emotional development.

Where special sevices are avatlable, and a remedial
progrand is advised. mteivention of one st o another cant

be undertaken carly while the child is still in Head Start,

Take. for example, Steven's situation. Steven’s hearing loss
was found to be severe. A heanng aid was teconnnended
and he was also given soine special help, from the speach
therapist. . The possibility of sending him to a special school
for the deaf, instead of Head Start, was considered and

*rejected since it was telt that in his case some exposure to

normal children would be very heneficial. *An alternative

plan for children like Steven might be a combination of a

special school for the deat’ on a part time basis, say two
mormngs a'week. and Head Start Por the other days.

Whether or not one  handicapped child is recciving
special remadial help. there are many things the teacher
can do to help him in the classroom. Here are some
suggestions that will make her work easier with children
who. like Steven, have a severe hearing problem:

[) When he first comes to the classroom., cither on a
visit hetore the actual«start of school, or on the first day.
make sure he knows where the bathroomtis, where his
cubby or coat hook 1, where the playground or door to the
outside is. It is als wise to have him survey the room to get
accustomed to  the playthings in it. (This type of
oriertation to school 1s, of course, also lulptul to the child
with normal hearing.)

O Ask the mother to tell vou what words the child
Knows. and what pitch and volume are thé casiest tor the
child to hear. Ty speaking in that manner yourselt so that
you become used to gt

MY I the cinbd is wearing a hearing aid, ask the mother
t show you how to make sure the instrument 1s m good
order and turned on. (It you notice a child's ears are sore,
miccted or bleeding, report-at once to the mother and
make sure the child is checked by @ doctor o1 nurse. Never
force a hearing aid into a child’s car,

L) Since many hard-of-hearing children wifl have to
learn sto lip read. when communicating with him in the
chassroom:

- 17 Make sure the child 15 looking at your lips. Some-
times it is helptal to tap hit on the shoulder or gently turn
his head so that he is watching your face.

L1 Speak clearly and direetly to him.

(3 Stand near hane and squat at his fevel wheteyou 1alk.

0 Stand close to the activity you are talking about.

Speak in simple short sentences' for example. Do vou

!
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want to swing?™ Show hun what you aré tatking about o
give him a visual clue.

O Talk about interesting things that arc happening now.

C1 When telling or reading stories, place the child in the
group where he can see your face.

[} Pick storles that we short and illustrated  with
colorful pictures. or provide'a flannel board with picees of
felt that he and the other” children cat manipulate o

|Iluslme action.

0 Use g gestures oceasionally. but don't try to perform a,
whole pantomime.

0O Demonstrate, vaious art activities o games, or have
other children do it for you.

0O At music time, stand where the hard-of-hearing child

can see your face while you are singing, v

0 Use musical instruments and lots of’ thythm activities
sv he can participate by feeling the vibrations.

B Encourage deat’ children to danee, They can respond
to the vibrations of the music and they enjoy singing gaines
such as Ring Around the Rosy and Looby Loo.

3 Prepare for a field trip by showing as many pictures
as possible. The deat’ child then will know what to watch
for un the trip. (This also holds, of course, for the hearing
child.) .

For further discussion of deaf children sce (lupwr Vl
on medical information about hearing impairments,

59022



E

60

RIC

Aruitoxt provided by Eic:

What about children ke Johnny who s)acuk infrequently
or poorly because of soctal and emotidnal problems? In
handling all speech problems it i important not to foree a
child to speak. Even though at the time it might seem like a
good idea to say, *No cookie- unless you ask tor it.” try to
avoid this approach gsince what 1t does is to~ake it
enu?uuusly risky to get the cookie. Under thisMhieat,
mady children just won't-ask. Su it ends up by the child’s
being deprived of the cookic while he continues not to
wik. If he does ask tor the cookie. 1t's usually an
uncomfortable request. A better approach 1o try is this:
offer the cookie and say. “Here is a cookie, Jim. You can
tell me when vou want another one.” And it he takes up
the asking option, praise him: He may ndt take it up the
first time. but with repeated encouragement and praise for
doing so he may at least begin o try to talk.

When other children are responding to guestions or
playing guessing games, give the nontatking child a turn
tow. He may be slow m the uptake but usually he does want
to participate. to he hke the others, and will begin to try to
speak. Talk to him often and conversationally through the
day. just as you do with the other children. Let him know
you like him and like what he does.

It you know that the child has recently experienced a
troublesome event. it may help him to have you mention it
bui don't dwell on it. Talk quictly with him about 1. It
may help him to have you say. for example. I know you
have been having a bad time, Would you. like to tell me
about it™" He may or may not say anything but he'il feel
comtoggable that you know and understand. '

Some children will play out their fears usimg the
housckeeping corner, blocks, the doll house..or puppets.
Let him do this. It's mice it you can be there quictly
watching. But don't actually play with him, unless he
invites you 1o do so; and even it he does, let him direct
what you are to do. In other words, let him tell you in his
own way how he txperienced the event and how he feels
ahout it. * ° ) k

When speech development is slowed down because of
neurological defects. as in Sam’s case; 1t is particularly
important that the child be seen by a professional membet
of the staft who dan help work out an individualized
program to meet the child's needs. '

It ts not uncommon to find chiklren with normal
intelligence  who have speech and  language  problems.

© Moreover, many of these children have neither grave

Q

psychological ditficulties nor impaired hearing. What hg
delayed their speech is thew mability to understand or
remember the wicaning of words. Such children have a
special Language disability knowt as receptive aphasia. Such
ditTienfties otten pussle teachers. However, try to imagine

I8

what it muast he like. Picture yourselt’ among people who
are speaking a foreign kanguage. There you are hearing well
but not understanding what people are saying. Words are
used so quickly around vou that you never seem to hear the
same word twice. Think how many times you have to hear
a word and have it linked with & meaningful event before
you understand it. To remember the sounds and to produce
them in order to express yourselt’ takes even longer.
Children  suffering from such a language disability -
usually need speciatized help, but even if such help is not
available Head Start can help these ¢hildren, You don't
need spevial equipment. but you do need to give Some
.thought to what this child can gain from the various
classroom activities. In gencral, procedures which help the
deat’ child also help the child with a speech learning

disubility. Here are some additional suggestions:

00023
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(3 Speak slowly, in short simple sentences, to the child’s
eyes. - .
© {3 Use mainly nouns and action verbs. .

O Have the object or event which you are discussing
close by. °

(3 Occastonally have the child repeat a particular word
atter vou,

3 Use the same word several times during the day.

O Make or use pictures of objects or activities to show
the child in referring to Words. When you tell the class that
music comes next, for example. show them a picture of a
musical instrument or a group of childien singing. '

1 Teach wolds in clusters or categories. Take. for
example. the tood category: silverware. dishes. cooking,
narket and restaurant can be taught as a cluster of related
words, or the toy category: bike, swings, secesaws are
outdoor toys, puzzles, blocks and paints are indoor toys.

0 Have large paper dolls or do some body-tracing to
tcach him the parts of his body. names for appropriate
clothing, ete.Mirrors are good for this too,

O At story time, have someone read simple stories or
picture books to him, with a small group of children. taking
tinee to let the children repeat some of the words.

A more common language learning disorder is called
nominal recall. Nominal recall is the inability to remember
the words one wants to use. We all occasionally experience
this failing when we can’t remember someone’s name even
though we temember his face. Childien with this problem
have mental images of objects, actions and wishes that they
cannot put into words, As you cay imagine. this is very
frustrating for them. Many children substitute “um  what.-
doyoucallit™ or “thingamajig  youknow™ for the word
they can't secin to find. Others consstently begin cach



seatence with a repetitions phiase e “Know what. . .
“let’s see.” “Ah, the other day. 7 They do this in orde
to gain time to put their thoughts into words white trying
- to hold the hstener's attention. It's like trying to jugple
three vranges with two hands (1) Keep vour thought in
tnd. (2) tnd the words. and (3) hold the attention of the
audience. Many voung children use a variety of technigues,
to hold the listeper's attention. iy cxctreme torms of the
inability to remember words would fit the nominal recall
disability discussed here. '

One of the nicest, most helptul things you can do is to
let the child know you are listening and can wait for him to
search. Of course. in a busy classroom there are times when
vou can’t wait or other children can’t wait. At these timey
you can quictly ask “Is the word you are trving 1o think of

T n a worse pinch you might have to express the
theught for him. The thing to keep in mind is to try not to
provide the words for him a/l the time. The more often a
child uses a word the faster he'll be able to use it the next
time. The first few times of waiting for a child 1o complete
a thought may make both you and the child uncom-
fortable. hit bean with it. Once in a while you might even
ay. U know it’s hard for you to temember tha words vou
watt to say.” -~

Another common speech problem is srettering. Stutter-
ing is characterized by interruption in the flow of speech.
Somethmes it takes the form of. an inability to articulate
certain sounds. sometimes certain sounds are repeated over
and over. and sometimes the speech is merely slow with,
only occastonal hesitations. In any case, the stuttering is’
likely to be aggravated when the child is nervous or worred
about something that is happening at school or at home.
For some unknown reason stutteriy is more common in
boys than in gyris. Many professionals feel that sinee this
particular speech problem may disappear with time and
growth_ it is unwise to call attention to it

Some thildren have physical problems that affect their
speech. Clet palate or brain damage may cause pour
speech. You may have noticed that children with cerebral
palsy or brain damage drool excessively, talk through their
noses, have peculiar stops and starts when tforming seni-

cnces. mike unusual tongue and lip mdvements. as well as -

peculiar movements of other parts of the face. Many of the
suggestions for helping deaf and speech-disabled children
are also applicable here.

Mast people tind it casier to remember 4 new word if
they have sunethimg tamitize with which to ink the new
wdea. That is. o vou know the words “knife® and “fork”
and have o mental image of a place setting. “spoon™ comes
casily. If vou know “apple”™ and “hanana™ arc fruits, and
have caten an orange. it may not be too ditficult to

o BEST COPY AVRILABLE

remetber “orange.”™ One of the hest feaching aidi found i
most classrooms is the game of Lotto. When using it. have
the caller hold up the card and name the picture  “Who
hassthe wheelbarrow?™ Lotto games are inexpensive. often
feund in the ditpe store, or would be eosy to make. Sinee

children seem to like to play Latto..che aphasic child will -

not {eel that he is singled out,

Teachers can also make colorful charts of cut-out
magazine ‘pictures in categories. You might have one on
food in the housekeeping corner. transportation vehicles
near the blocks and cars, colors near the easels. children's
photos or outdoor dothing near the door to the outside. If
you are stuck for colored illustrations of fawiliar objects,
don’t overlook the Sears catalogue, trade stamps catalogues,
school supplies advertisements, or the Sunday magazine
section of your newspaper.

Some children’s picture books have things categorized.

Many children like to ook through these books at odd .

monents.
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OTHER CLASSROOM EXPERIENCES

As noted curlier, some children have language problems
becanse of a marked lack of experience with the English
fanguage. Lack of learning experience may result from
varions home situations: the family may not use the English
Ianguage at home: one parent may speak English. the other
only Spanish or Navajo. In the latter case. the child will be
learning two different languages, his home kinguage and
English.  Such  bilingualism is not considered to he a
condition which handicaps a child. In fact. many people
feel that when a child grows up knowing two different
fanguages, he really has the advantage of an especially rich
learning experience. Nevertheless. it it true that when this -
child reaches Head Start, he may nced help from the
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Cteacher to lean more English words. Spending g\xn time

with him naming objects and describing activities in simplé
words can be very usetul to these chilijren. Sometimes the
teacher herself may Speak the home language that the child,
speaks. Because this will certainly help make the child fecl
more aceepted in the classroom, many people bilicve that
teachers should use the home language when they can,
There are ditferent upinions about this, however. Sooner or
later youngsters will need to he comtortable in the English
language. in clementary school and with friends outside the
immediate family and neighborhood. So. whether or no?
the teither can speak Spanish or Navjo, she will still help
the child in the long run by using and teaching him English

words. (For suggestions on teaching English to hilingual

chikiren. see the Head Start Rainbow Series booklet on
Speech. dauguage and Hearing Program, Nuinber 13.)
Naturally the child should never he made to feel that his
home language is less important than English. One of the
ways this feeling can be minimized is by telling other
youngsters m the room, for example. whit some of the
home language words mean. , ot
Bitingualism is not the only reason a child may have had
timited experience hearing and speaking English. Sometimes

* serious illness in the family may scquire efforts to keep

especially quiet.. Perhaps one or both parents may be hard
of hearipg. Or the parents simply may not take very much
time to talk with their children. The family style of
communicating may deflend more on actions than on
A o :
words. The geacher’s main job here is to provide language
stimulation at a level which meets the child’s owrt carrent
language abilities. Once again, this calls for observations,

. Some children will benefit most if the teacher gives special

attention to naming the objects and describing the activities
with which the child s involved. When u child does not
respond to the teacher’s request, or o another child’s
suggestion, it may be that he doesn’t understand the words.
Taking' the child to get the swap. and saying a1 the same
time, “Now we're going 1o use the saap to wash oar hands™
relates words and action clearly, Another child  may
understand  fairly easily what others want, but necds
practice himselt’ in using words. One way to help a child get
this practice is to give him choices, “Do you want to ase
the blue pamnt or the red paint?” When he tells you has
choice. he is getting some of the practice he needs. Later on
he will need to have the teacher take time to help him
express many of his wants and needs.

Interestingly enough, the specch development of twins
tends 1o be slower than that of sngletons. This is especially
likely to be the case 1t the twins spend most of their time.
only with cach other. Under these circumstasices some
wwins tend to dewelop a “secret”™ lanpuage. secret in the

. playing telephone pames,

a P LI

sense that they understand each other, while other mem-

‘bers of the houschold remain bhatfled. In the preschoul

situation. the secret kanguage is tikely to be given up s the
twins begin to play more with the other children rathet
than anly with'each other. _

Wittle severe lack of linguage experience may not oceut
with great_ frequency, it is still true that evefy child cun
benefit from increasing his mastery of language. In Yact,

* many people feel that one. of the most crucial experiences

Head Start cag provide for all children is langugee experi-
emes Wipds help children grow in numerous ways? in
gotting atdng with others. in mastering all sorts of new
skills. in thinking and sulving problems. This doesn’t
necessarily call for lots of new materjals, sleepless nights
thinking up=special language games. or faney commercial
language training programs. It does call for piving some
thought to the everyday problems of using language in a
preschoul classtoom:  trying to listen carefully to 1518
voungsiers, many of whom are hard to understand. and
linding iime to talk, not only to the group. but also
individually with cach child, even if he is slow to respond.
ft is casy o recognize that children benefit from having
someone listen and talk to'them. But with any goc -sized
group of three and four year olds. it is not always easy to
sec how this may be done. T :
There are many Kinds of activities for a group which{
provide the children with language experience. Reading and
telling stories. looking at pictures and'lu!king about them,
imon  Says. are all going to
encourage children to listen td words and use ihem. These
ae valuable activities which children enjoy. But any

activity can.he cariched for a child by the addition of "

words. Describing out loud to a child whatever he happens
ty he doing helps him to put his actions into words, both
é:“himsclf and for othérs. “You're building two talf
owers. Jimmy, aren't you?™ “That ibn goes next to the
giraffe.” “Now you're putting some niore blue in you
painting.” Ther¢ is no better wey to teach words and
relasionships than to refate them to the child’s own activity.

Getting in the habit of putting things into words is the
first step. then. in providing a rich lanjtuage experience in
the classroom. You want the children to learn  that
important things get said. and it’s to their advantage to
listen. When g teacher makes a puim‘of saying aloud that
the assistant teacher tias a cold and. won't be in, children
learn to expect words to explain things they need to know.
When a teacher repeatedly encourages children to tell each
other what they feel, what they want, they may slowly rely
more on words. less on grabbing. The child may thea come
to feel that words have an importance for him.

What if a child is talking to you and you don’t

S
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understand or know what 1o say? Sometimes this happens
because a child spwaks oo wltly. wunctimes, as we have
discussed, his .mmll.nmn is unclear. sometimes the child
comes out with an deapon st can't make sense of.
Whatevet the reason., it can be an awhward . situation,
Avespecially 11 you're trying o avond asking the ofild 1o
Yepeat what he's said, But all too often, the child i then
left with nd verbal response at all. No' response feaves the
Ghild: fecling that his words don't “work'; .mdi he isny
learning how to do a hetter job of m.nkmg. Immcll
understond. It pays to bend down 4o tryFro hc.n the
whispered or mumbled words. It pays 1o help the duld sty
again what he is trying to express, simply so that he will
feel that there is some advantage to talking . that people are
interested in avhat he has 1o say. Young children need to
*oleam how 1o makg their weas understandable to other
people. They learn only very gradually that teacher may
ot automatically know that “Jimmy*" is the name of the
_pet dody and not of a haby brother. ‘When'a teacher tries to
gct the child’s message straight, the child is learning both to
express himselt better, .md that people are interested in
whay' I_\g tras 1o say. .

It is also often hard 10 know how 1o respond when
children make clearly untrue statements. Suppose Tinuny
declares he was chopping down trees in his house. or was:
chased by a monster, or is really six vears old and not three
and a halt. Out of politeness. some teachers may mcgcly
cxpress a skeptical "Oh?" Out of concern with truthful-
ness, other tgachers feed obligated to get the Child o say it
isn't really true. Sometimes #'s casy to forget that a very
young child may not be stating clearly in words the
difference between wanting 1o do something and actually
doing it. You can help with this problem by saying
swinething like, “Perhaps you would hke to chap trees
down.” or “Perhaps you're afraid of a monster chasing
you™ In stories, too, you can help o child distinguish
between make-believe and real. Similarly . when a child uses
words incortectly, there may be times when you want 1o
help him find the rght word. so that you can understand
“him bettep Whenever childien amie hard 10 understand, there
i A line hetween asking them to repeat to show your
est, and ot asking them to sepeat in order to avoid

L]
embarrassing them. Naturally there s o rule 10 follow

here, only your own observatigns of the child and guesses
about Jhe Kind of support he needs. You won't want to
correct his speech or prammar in a scolding. blaming way.
You won't want to make him feel he can say anything
tight so he'd better keep quiet. But vou will want to show
him you value his words enough to try 1o really understand
hun. You will want to show him you can help him express
himselt better., .

H

Children learn about using words ot only 1t their -

own talking and listening, but also when they hear adults
speaking to cach other. All too often children and teachers
shane the feeling that children aen't supposed to be paying
attention when adults are taiking to cach other. This is a
mistake, because they usually can't help but listen in,
“Instead, if' it is appropriate, eRcourage children to listen in,
but iy to have the adulgs talk in ways that are appropriate
for the child to Mmitate and that he can understand.
Persanal messages that you would hesitate to say aloud in
front oof alt the children, should probably ‘not be said at*al
in lhc classrooni. Other messages ¥houlsd be told: loud and
clear for all to hear. Use fanguage that children ¢an
dcrsmnd fet children in on your discussion of what to da
which m.netinls to take out, whateveWs discuss-

T N—
mds are the way people keep in mu;h ith eiich other
and with Shat's gulng.. onaround them, ;’l en we help
young cftdgen tq enjoy using words, we are hclpmg them
to hccumc more in control of lhcir évcryday expericnces.

: o THE BLIND CHILD

Start experience far the child with normal eygsight are of

"even greater significange in"the blind child's school c&pﬂ'i-'

ence. Any difference is largely one of degree, The perypnal
preparation and the classroom situation -that are desirable
for the sighted child may in the case of the blind child he
crucial. He will not so c.ﬁlly tolerate obstacles that most
sighted children can find ways to overcome.

The following list of topics summarizes’ the personal
characteristics and the classroom conditions <hat will he
tamd to bhe relevant 10 the outcome of the child’s
expericnee in Head Start:

The chitd’s 1cadiness tor o schoal experience

The size of the lass .

The experience and sensitivity of the teacher

The availability of professionals for consultation on
the child’s special necds

5. The richness of the clussroom program and play
materials. - "

s -

The relevance of these topies to the blind chitd's school
experience is impuortant enough to warrant detailed discus-
sim';. ' :

READINESS FOR A SCHOOL EXPERIENCE

The blind child who is 1eady tor school will exhibit the
signs of heatthy emotional development: He will be ready
for separation from mother and home. 4k will be fice of

vi026 T ..

The conditions th.n combine to provide a good Head -
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the gross nanitestations of withdeawal and self-stimuldtigg
behavim. S ’
A higtory of previous social experience with siblings or
peers is important: Previous successful relationships with
children are heneficial to thy child's potential for adjust-
ment in the classroam. Such a listory suggests that the
child can assert himselt, at lcast to some degree. among his
peers amd thus will be able to hold his own “in the
classroom, .
Good development in the ase of language obviomly will
he an asset to the blind child cntering Head Start in
company with children of normal evesighg. He should have
sufficient commnnd of lmgrage 1o make Anown his wants
and needs, to mahe contact witle the other children and to
express somethiflg of his own experiences. This is not to
say. however, thag a blind child with- limited contmand of
fanguagpe is donmed®to talure in the cassioom, There have
heen- many mstances of blind children who have leaped
ahead in language development in the classroom as a direct
result of thein need ta commumicate with the other
Ghildren. Such progress can be aided it the teacher s,
available to _keep the child from withdrawing and to
encourage him to speak up for himself. At the same time
the teacher will be caretul to avoid ovérprotection of the
blind child by speaking for him or by interpreting his
ptcuning' ogwishes unnccessarify . g
SIZE OF THE CLASS .
Abaout fifteen children has been found to be the optimal
size for a class that includes a blind child. The blind child
functions begt in small grofprerteacher with three to five
children) where hon get to know the other chuldren well
thmupih vddiee” touch, activities and other clues availuble to
him. An open classroom with thirty or more childien, cven
it separated into small groups, would overwhehm the blind
child with its hackgmmnj noise: He would be unable to
sereen out the noise to dhable him to discriminate known
individuals and sounds. The next hest sitwation to o anall
class would be a clggsroom divided with semi-partitions. A

‘ large class then codfd Be sepatated into small groups and

the noise kept to a minimum by the partitions. .

10 the blind child can be m a small stable gioup fon the
major activities o the school day., he will be able to make
comfortable relationships with a few peers at a time and 1o
acquire the sense of autonomy while bedonging that is so
important to his development. .

it follows that the ratio of teachers to children will be an
important factor m_the succestul integration of 4 hlind

" child i a class of sighted chilideen. A ratio et une teacher to

fous children, with one blind thild in the group, would he
the most desitable one. The lcm;ht'r would be able to keep

/
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the special needs of the blind child in mind while il
having the time to encobrage self-reliant interactions with.
the rest of the children, : . , :

The physieal characteristics of the classroom need not
differ from those decmed appropriate for any other FHead
Stant clasvoom or tor preschoolers” classrooms in general,
Contrary to populat behetf, an adequately I'gm..‘tin‘niag blind
child"can orient himselt well in a variety of seteings. All he
needs s a little more “time and guidangg, to assist in®is
explotation of the space. -

. [ . ' *
THE TEACHER'S QUALIFICATIONS o
" For successtul supervision of a blind child in the Head
Start class the teacher must have a thorough’understanding

of the developmental status of the child. Initially, she |

obtains - this understanding through interviews wian the
parents and through consultation with appropriate special-
ists or ather experdenced teachers. .

An umderstanding of the ditfefences in the develop-
mental sequences of blind and sighted children is essential if
the teacher is to recopnize the difficultics that will slow or
halt somg of the blind child’s accomplishments. Agajs,
consultation with the patents and professional specialista
will be helptul for the teacher here, as will some time spent
on available literature on the subject,

The lcu.;'lcr will have to learp to adapt to the blind
child's needs and his individual behavior and here again
consultation will be helpful, For example, she will tind that
she must provide verbal descriptions in place of the visual
clues she would give a child with normal eyesight. (“Come
Bere: 1 am by the piano.”) Or she will learn to accimpany a
verhal order ¢“Tum around™ ) with a light guiding touch, as
well as to expand her descriptions of activities to ingude
the sensations of touch and feel that accompany the
activitfes,

USE OF PROFESSIONAL CONSULTANTS

The teacher of a class with a blind child in it will teach
herself to he awate of. the other children’s reactions to the
handicapped child too, Do they react by withdrawing from

the hlind child, by bullving or with fright? They, as well as v

the blind child. will need her understanding. The reactions
of the patents to the blind child may be of significance
here. and the teacher. may want consultation with
psychiatrist or psychologist on this point, '

The teacher probably will want to turn to professionals
experienced @1 educating blind children for assistange in
deciding on appropriate goals for (fie blind child's experi-
ence in the classroom. A rcasonable goal perhaps would be
o make the lead Start class priviarily a2 successtul

o’
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soctalizmg expenience and a happy intioduction o schoul-
ing, but Head Sttt alio should be able to ofter the chitd
new and comtructive stnsfation of his copnitive. emo-
tional and expressive capacitics. .

buon the, blind child Head Stait m.w be a revealing
evprerience reganding s ditference tron novmal duldion.,
The revelation that evervone el can we though you
cannot is a difficult one 1o absorb. A professional consul-
tation should be available o assist the teacher it she is
called upon toddeal with this problgm.

Yo take on the teaching of 3 blind,child is not an Ciasy
assignment. Fxpeticnee and the ability to feel comtintable
in teachmg youm children will be basic b:cuqnmtcs The
teacher should not be in the position of feeling over-
wheltied by the care of 3, Jandicapped child on top of her
ather duties and responsibilities. ‘Especially in®the first fow
months: the bimd cinld should be expected to need more
support trom the teacher. more stimulation, more bagking
in hos eftorts to hcmmc one of the group. It she is to give .
extria tpne and hoaght 1o a special child, the teacher
requires the asswance that conditions exist for her 0]
:.uucwuﬂ\ manage her ..I.mnmm -,

THE C LASSROOM I’ROGRA\I

-
I sonue thought is given to the special needs of thc blind

child i relation 1o the usual activities of the other dnldrcn

many aspcts of the regular hisstoom program can be made

available 10 him. In some areas his development probably
will not be on a par with, the development of“the others,

and his. play necessarily will be on @ less mature level.

Without vision. he cannot be expected to he selfstaiting jn

- play as other childrey are. He must depend on the teacher

for stimulation to investigate new toys and other classroom
materialy nd to explowe new directions: Peer relationships
will dcvclup less rapidly. Some adult assistanee probibly
will be required it the blind child 1 10 be successtul in
forming one-to-one 1ekationships with others.

Enough experience with blind children has been accumn-
ated 10 _predict with reasmable éxpectation of accuracy
how a hlind child will respond to’usual preschool activities,
ncluding the Head Start program. A brict ieview tollpws:

Music: The blind chifl should be easily integiated in the
clss. but astructions 101 rhythmic activities may need

- adehitipmal datitication and sone tattite puidance.

Painting: The blind child will _enjoy the Kinesthetic
pleasure of using brosh and paint. Sand added to the pant
will give a textued dry surface which he can, explore and
enjoy. Plastic matenals with texture will be more rewarding
than the smooth surface of ordmay pamt.

Block play- The blind chuld's constractions necessarily
will be mmh sunpler. Tins .mme\ may be nnh\mmunall\
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rewarding since the visual pleasure of the final pmduc.t wnll .

be Tacking.

Dramatic or imitdtive play (doll corner. ete.): The hlind
child’s capacits 1o emage in mutual dramatic play will
probably - not be as deveioped as that of his peers, Bhpd
children e slower 16 develop the capacity 1o represent &
themselves in doll play. At the Head Start age. doll, play-will .
be new 1o the blind child, and he will be less flexible in it~
exercise. He may still be quite abject-oriented and unable
to take a rolg and to incorporate dolls in his presentagion of
the role. For example, he may become involved in playing
with the iron, the telephone., with the moving about of pots
and pans. By 44 years, hé ntay be able fo create a fantasy -
of himsdf in another role fas Duddy or Mommy. %ay) but
stitl not be able to integrate h|s role play with that of other
children,

Play with” ministures-has no meaning to lhc blind child
untit the age of 4 or § at the carliest, especially when very
small objects.such as doll house furniture, snialt t&( cars,
dolls. etc.. are involved. Play corners with child-size furmi.
ture and equipment (dishes, do{l beds, ete.) which allow the
blind child to center himself in representational or dra-
nratic. imitative play will provide the most appropuiate
settings for the developugent of imaginative play. Even so,
the blind child takes much longer than a sighted child does

. to appreciate the human characteristics of “dolls. and he

may therefore regard Yolls as mere objects rathey than
vehicles for the imaginative scll'-rcprcscmatinn usually
expected in the doll play of children this age.

Water and sand play:: Thid should bc pleasurable for thc
blind chifd. .

Tnps Goals for the blind child's p!c.nsurc amd learning
on frips nay be different froin the usual ones. Some
experiences cannot be. ahsorbed casily without vision, but
the experience of joining a group on a wisit will. be
constructive.  tspecially if an adult carr provide some
continuity through verha description. Wherever possible,
there should be-oppuortynities to touch. smell. listen. Other
children would benefit from this approach to. Some
compensation for the blind child’s inability 10 experience
visually can be offered by allowing him w0 bnng back
tangible objects. Some advance prcpar.mun may be neces-
sary: the blind child may need bricfing on parking. steps.
clevators, ete. Some sensitive teachers have been able to
mike trips richer by encouraging the bhnd child 1o make
the group aware of his own heightened experichce of
sowmnds, smells. and touch.

Narwre and scivnee: Usually any actuvity Involviy natwe
or-science will offer many teatmes in which the blind child
vun paricipate and maintain inteiest. .

Play: materials: Well-chosen play materials for sighted

v ®
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c®™Mdien are oftén wwetul with blind childien as well.
. ' 3 i . -

. Mattiials which “appeal to several senses. not vision alone.

are stimulating to’all young chidren, but the teacher will
_have 'to guide the blind ciild in his discovery ot inaterials
new ‘te hige Left on his own, e miay have little means of
discovering whit Is availible ; how to ase it Gross motor
toys, suchras tricyeles, large trugks, and other kage wheel
toys, will be pleasurable as will outdom equipinent such as
slides, swings. climbjng gyms, and seesaws. With assistance,
the child should be “able to hold his own in outdoor
activities, ' , '

Story: times and " conversation timgs Although many
tales from our bl tolk tradition can be Enjoyed without
benefit of pictures. many of the books read to young
children are primaiily picture books, hatd to follow it one
cannot see the pictures. Perhaps a balance can be s!{uck

[

between the two types of baoks. t - - :
. ‘ N

v
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“Show and tell” or conversation times can be shared
quite fully by the blind child as long as he is given the
opportunity to touch ivms that are being shown and if
the teacher remembers to cast descriptions in more than
visual terms. .

Fating: The blind child should be able to manage at
meals 1t he is given clear indications of what is happening,
what is expected and where things are.

Toilcting: The blind child should be able to manage if he
is shown where the facilities are and is told what will be
expected of him,

In summary, the integration of a blind child into a
sighted preschool program requires care, extra thought,
sensitivity and some special knowledge. With these and with

a clear picture. of what the appropriate goals should be for a

blind child's preschool expericnce. the adventure should be
successful.



IV, Monaeement

Children ditfer widely in how thev think and how thcy .

approach tasks involving problem solving and other so-
called intellectual tasks. This chapter deals with how the
teacher can observe individual ditterences in intellectual
skills in children. and then plan her program o help cach
child develop the relevant skills.

A. VARIATIONS IN COGNITIVE
DEVELOPMENT '

Just as no two children have the same personality, no
two children arc alike in the way their minds develop.
Particularly in the carly years. children vary in what they
do and how they learn, and it is important to understand
that the range of this variation can be very wide. A child is
by no means set for life with the abilities or learning
potential he shows at three or four. Rather. be is constantly
giowing and changing, ready to be influenced by all the
experiences that come his way. But every child develops at
his own speed in his own special way. The skills he can
learn best are the skills he is most ready for. So. recognizing
and respecting each child's pace of development will help
him to get the most out of his learning experience at Head
Start. Naturally it 1s impurtant for a teacher to understand
what most three and four year olds can do. But it is also
particularly helpful if she concerns herself with the special
strengths and weaknesses she finds in cach child.

The total intellectual development of a young child
depends upon his progress in  several areas involving
different skills. These are: language and speech, perceptual
abilities. fine and gross motor coordination, concentration
and problem-solving ability. In thinking about the indi-
vidual child's progress in any of these ar2as. you may find
yourself, continually wondering, *Is this typical or normal
for lis age”” Because young children vary so much in the
way they develop these skills. it is extremely hard. even for
experts, to answer that question. ‘That is why many people
have come to feel that other questions about children are
more important. For instande. the teacher will find it usefil
to kngw (1) what the child’s current hehavior is in cach
area of development, (2) how his intellectual strengths and
weaknesses it into the total picture of what we know
ahout him, and (3) what will help this particular child
further his development.

af Probileme-
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in Coenitive Development

LANGUAGE AND SPEECH: VARIATIONS

IN DEVELOPMENT '
Many of the variations in spee-.h and language develop-

ment are discussed elsewhere in this handbook. In Chapter
Il B are found descriptions of different- language and
speech problems, possible causes and suggestions for the
teacher. Apart from these special problems, there is still
much variation among most children in the way speech and
language develop. A child’s articulation may be perfectly
clear: or he may have difficulty pronouncing certain letters,
for example. “y™ pronounced “I"* or “1"* pronounced “w.”
And, it may be hard to understand some children agimost all

" the time. A child may often start- conversations himself, or

do so infrequently. In cither case his speech may be
baby ish, for example, **Me want doll.”

It is incorrect io conclude that the child who speaks less
clearly or less frequently is not as smart as other children.
The variations in development may be related to many
different factors: differences in the rates of development of
the nerves and muscles that control speech; in the rates of
social development: and in the amounts the child has been
spoken to or has heard others around him speaking. The
important thing is to try and understand where a child can
benefit from assistance,

There are certain observations a teacher can make that
will help in supporting the development of children's
language and speech. Some questlons to keep in mind while
nbserving are. : i

. What exactly do you notice about the way the child
spcaks his words? Can you figure out when and why you
havc irouble understanding him?

. Has his speech changed at all after he's heard others
;.ronounce words correctly? Can he imitate words ac-
curately? Try to determine whether the child speaks
4s he does simply because that’s the way he's always
heard people talk. It may be that he has special difficulty
independent of what is going on around him. If he
does have special difficulty. then it may Re helpful to
refer him to a speech therapist for evaluation.  ° ~

Regarding a child’s use of language, ask yourself what is
significant about the way he communicates with those
around him. To whom does he speak most? Teachers?
Other children in school or playmates after school? Do you
know anything ahout communication in the home? Duoes he
listen with any interest to others? Does he seem to want to
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respond”? Doces he try to let you hnow his teclings by tucial
expressions ot gestures? How dues s communication fit in
with his behavior in general? Does he seem generally
‘withdiawn from other.? Is his behavior noticeably babyish?
It you do hear him speak to other children, it you do
obscive that he is interested in conmmunication, it the test
of s hehavior does not seem particularly mapprapaae,
then the child may benefit greatly trom being regulaly
spoken to in the cassroom, without vutside specialized
help. )

. In the classroom there are numerous ways a teacher may
fuster language and speech development. All young children
need to experience the advantages and pleasures ot using
words. There are many opportunities daily where you can

“show children the tun and usetulness of wonds: naming the
play materials and activities for them. and having the
children uame them too: using snack time as a chance tor
fricndly conversation  about everything trom the type of
cercal they're eating to someone’s tip to a 00, Story time
will be more tun if the children can participate by adding
their own reactions or talking about the pictures, It's longer
and noisicr than having the children sit silently and listen,
but they will be more actively involved in the pleasure of
the story! Every time you put into words tor the children
what they are doing. what they are expressing to cach
<other, or what they seem to be feeling, you are showing
children the advantages of words. Whenever youe take the
time to listen to a child express himself, you we encourag-
ing him to speak more often. Whenever two teachers speak
to cach other openly m front of the childien. they are
demonstrating how words help people share ideas and
teelings.

Of course it may happen that the experience of being in

* the classroom does not sutficiently help certain children’s

language and speech difficultics. You may uhserve that o
child continges to renin silent most of the time. First, i i
always wise to have the hearing cheched ot any child who is
dow to talk. But in addition he may also show very little
interest in commmunicating with anyoene in any way. He may
also appear generally guite withdrawn or immature. Then it
is advisable to seek vutside assistance in cvaluating the
causes of the problem,

PERCEPTUAL DEVELQPMENT
Much of our thinking depends upon ohserving accurately
what is around us. When we observe clearly enough, we can
“then nwove on to become aware of the similarities and
differences amonf things. Children need to learn to
distinguish shapes. colors, sizes” and diftance in order to

.understand  that somc things wme alike and others are

E
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difterent. tn this way, perceptual development plays a basic -
part in intellectual growth. '

It is important to realize that perceptual development
gy vary from yoimgster o youngster. One child may not
pereeive very clearly that a trigngle has three comers and a
tectangle has four, If he can't see the ditterence himselt', he
cortainly will not be able to tell you what cach shape is
called. For some children naming shapes may be a very
simple task, tor others nearly impossible. And any dit-
ticulty in recognizing shapes would also aftect many other
skills. doing pusses, drawing or copying pictures and
designs. recognizing letters and numbers.

Another kind of difticulty shows up when a child has to
deal with groups or sets of things: several blocks, a picture
of several flowers or balls or cookies, He may not be able to
keep straight which is in front. which is behind, what's to
the- feft and what's to the right. He cannot dearly perceive
the order or positions of items in relation to cach other,
Thus, he may not always understand directions about what
is behind or to s left or right. He may show great
confusion about coumting even small groups of things and
may not be able to keep straight which items he has
counted already and which items he hasnt.

It a child shows any ditficulties of these Kinds it does
not necessarily mean that he is not very smart. However, it .
does mean that he hasu’t yet reached the point where he
can do the particular task. And it may mean that he needs
special help. In the classroom when dealing with such a
child it may help you to keep the following points in mind:

1. Difficulty on a particular task does not mean he is
not trying or is not followang directions.

2. You will find that it doesn’t pay to push a child.
Simpiy observe what you can abont his difficulties.

3. Describe in some detail the problem he is trying to
understand.

For example, vou might point out that a square has four
corners, and a tiangle only three: or spell out exactly
where hie should look o tind something, tor example *in
the block corner behind you,™ instead of merely “hehind
you.” ' .

4. His cyesight may be contributing
Have it checked. -

5. 1t many pereeptual difficulties are evident and there
is little sign of improvement, the assistance of an outside
agency may he required.

to the ditticuhy.

MOTOR COORDINATION
This refers to the child's ability to control his muscles

effectively 1o carry out the activities he has in mind. Some
of these activities. like deawmyg and using scissors, depend

co031 . .
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upon small muscles or what s called fine motor coording-
tion. Other activities, ike cimbing and juiaping, involve the
kage muscles, or gross motor coordination. Both fine and
gross motor coordination improve increasingly as a chald
develops (during the preschool years. But at the time
children enter Head Start goeat variation is stdl evidemt One
child may be able to handle a pair of scissors comtortably
but can’t keep his tooting on the jungle gym. Another child
may be good at climbing. but may not be ready to draw
with crayons. These abilities usually develop in time, and
the main job s to try to keep the child from becoming touo
upset if he has trouble with something he wants to do. It is
wise to have on hand the inaterials that young children can
use most comfortably. Thick crayons and felt-tipped pens
instead of ordinary crayons and pencils; large paint brushes,
instead of the little ones that are hard to control: farge
sheets of paper and easels; large building blocks of a sturdy
material (the heavier blocks of wood are ecasier to balance
than light-weight blocks). puzzles with large picces: left.
handed scissors tor left-handed children.

On the playground, it is all too casy to decide that some
childien are simply better climbers, jumpers and swingers
than others, and leave it at that. The fact is a teacher can be
helpful in important ways outside, just as in the classroom.
A child who keeps stumbling may need active encourage-
ment to try again. Another -child may need to be told
exactly where to put his feet in climbing down trom a high
bar on the jungle gym. Practice and time are required to
develop all these skills, but they're just as important for the
growing child's good feelings about himself as anything else
he does at Head Start.

PROBLEM-SOLVING AND CONCENTRATION

Many people tend to think of problem-solving or
reasoning as the most basic aspect of a child's intelligence.
But in fact problem-solving is not-a single ability that a
child is born with. Rather, we use this general term for a
group of skills that are helpful in many different situations.
Problem-solving ability becomes apparent when a child is
trying to judge where to place blocks to form a bridge: it is
involved when he is deciding which pictures of fruit match
in a Lotto game: or figuring out where to search for the lost
picce of puzzie. Each of these situations demands the same
skills. First, the child has to figure out what the problem is;
then he thinks about or actually tries out different
approaches to the problem. Above all, he has to keep at it. -
Despite uncertainty and mistakes, he must stick with the
probleni until he reaches a solution. Children differ in their
approaches to a task and their ability to stick with it. These
are skills that a teacher can help 10 develop.

By the time a child arrives at preschool, he has already
had quite a history of successes and failures. He has begun
to think of himself as particularly good or not so good at all
kinds of activities. When he starts a new task, his approach
is influenced by the amount of overall confidence he has
achieved. Many childien come to Head Start without having
learned that they can solve some problems themselves.
Eitker they don't try at all or they ask for help before they
have even begun. of they. simply move on to som.ihing else.
They do not try to size up the difficulty. of the problem
because they have decided already that it's something they
can't do. Adults often feel that all a child like this needs is a
boost in confidence, or being told, “You can do i!”
Sometimes encouragement works: much of the time it does
not. What is necded in addition to encouragement is specific
suggestions on how to go about trying. The bridge builder
can be told to try out a block of a different size or shape.
The Lotto player can be shown the different kinds of fruit
pictures available. The child trying to fit in a puszle piece
can be told . try turning it around. If these suggestions
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bring the child to eventual success, he will know by himself
that he can do it. And he will get extra pleasure trom the
teacher’s enthusiasm over his suceess. Breaking down a task
into separate steps often gives a child the guidance he needs
to reach his goal. And. eventually he may be able to come
up with these sugpestions himself,

UNDERSTANDING THE VARIATIONS: THE
- ROLE OF INDIVIDUAL ASSESSMENT

- There can bhe many different explanations of the
variations children show in the development of their
intellectual skills. Some have to do with the way the body
develops its muscles and nerves. Others concern the feelings
a child may be experiencing.. The child's previous learning
experiences are also a powerful influence. It is always very
hard to know for sute why a child is having difficulty ina
particular arca. Smactimes you can make certain guesses.
based on observations and information about what goes on
outside of school. If you sec signs of emotionsl prob-
lems - tensencss, withdrawal or other unusual be-
havior - you will be fairly safe in predicting that the
*problem will have an effect on the child's intellectual
performance. If the child has come from a very deprived
“home. the limits of his experience may show up in the
classroom. It a child's best efforts lead only to frustration,
even though there is n history of emotional.or environ-
mental problems, you may wonder if there is neurological
difficulty. And of course, more than one explanation. may
be true at the same time. '

)

A

In the last few years. people have heen thinking more
and more about some of the difticulties described abave,
and in the section on hyperactivity . as learning disabilities.
This is a term used to describe a special group of related .
difficulties which lower, a child's performance when he
hegins standard school tasks in clementary school. From
first grade on, the child with a learning disability shows
unusual difficulty in learning to read, learning to wtite or to
do arithmetic. His intelligence is usually at least as good as
his classiates’. sometimes better. Buy he may suffer froma
special handicap in perceptual-motor *coordination. Or
sometinmes, emotional problems interfere with the child’s
ability to leara. There are now special organizations in
many states offering services to help children with learning
disabilities. ' )

Many professionals feel that it is not appropriate to
designate a child as having a learning disability until he
reaches elementary schouol age and then it becomes clear
that he is not learning to read, or has severe problems with
writing or arithmetic. In a preschool child it is simply too
early to say whether weaknesses in perception and motor
development are due to that child’s particular rate of
growth, or to a more lasting type of problem, persisting
into the clementary school years. Many children who are
having perceptual motor or language difficultics at the time
of Head Start, will go on to do well in elementary school.
You would not want to call a three or four year old child
learning disabled when in fact you cannot know how he
will develop.in the next few years. _

So. it is not possible to tell with reasonable certainty if a
youngster will show learning problems when he begins
elementary school. However. it is possible to sce where that
youngster's greatest needs lic now. Because learning dif-
ficulties may occur later on in some of the Head Start
children you see now, it is all the more reason to pay
attention to the arcas where you can be of help. in one
child you may ohserve that perceptual and motor skills
need the greatest attention. In another child it may be
certain feelings about doing things on his own that prevent

B8 . him from cver finishing his drawings or buildings or games.

In a third child, it may be limited language abilities (sce
Chapter {11) that stand in his way. Whenever you move in
to help a child with his particular nceds, you may be
providing the special type of assistance which will make the
going a little easier for that child later on.

You will want to learn as much as you can about the
child's strenigths and weaknesses in order to know exactly
where he nceds help. Here is where testing comes in.
Professional intellectual testing is a systematic way of
having a child try out many different kinds of skills. When
the test is completed. the examiner can sce where the
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child's current strengths and weaknesses lie. This kind of
information can be asetul to the teacher, to compare and
add to her own observations. The trouble with tests.
however, is that they can be casily misunderstood. The
teacher may teel that the examiner is gotting a “true”
picture of how smant the child will ever be This is simply
not so. An 1Q will not give you a magical instant truth
about the child or help to salve his problems. nor will any
label about how far above or below average his inteligence
is. The crucial thing is to understand and use the test
findings to plan what can be done for the child. Thus,
whenever possible, a teacher might want to discuss with the
examiner what Kinds of things the child did well and poorly
on in the tests, and how she might best be of assistance.
Because behavior on tests sometimes changes just the way
classroom behavior does, it may be helpful after several
“months to have the child evatuated again to follow up on
his development. )

- FOSTERING INTELLECTUAL DEVELOPMENT

tvery Head Start program has-its own special educa-
tional goals, and its own methods of working.toward those
goals. Within any particular program. however, questions
may arise as to how to foster the intellectual development
of individual children who show some of the variations we
have discussed in this chapter. Making your own caretul
observations of a child"s particular pattern of intellectual
development is the first step in planning how to foster his
growth. You are then in a position to decide in which arcas
the child needs most help. You can plan specifically how to
help him, by encouraging the use of selected materials. or
by spending time with him on certain tasks. And you may
also become aware of those puints at which he needs
outside help. Observation and planning are basic. then, to
any attempt at individualizing programs tor intellcctual
growth, '

But there is another fundamental aspect to intclectual
development, one which is true of all children. Confidence
in one's own abilities. as well as trust in the teacher. are an
essential part of the process. Good feelings like these atfow
a child to become interested and involved not only in
himself but also in what's around him, They allow a child
to follow his natural curiosity, his natural desite to master
new skills. Sclt-confidence helps a child recover quickly
. fromdiscouragement and frustration. When something diffi-
cult comes along he will he more likely to try again and
eventually succeed. And good feelings about himself and his
tezcher enable a child to recognize when he does need help
and uge assistance when he gets it.

Many children begin school with very uncasy, uncertain
feelings about themselves. You may see it from the first

day. Soactines parents start the child off negatively by
announcing to the teacher, “You're going to have your
hands full with this one.” Or perhaps the teacher has
already heard what a trouble-maker a certain child can be.
Deciding to see for herselt, giving the child the benetit of
the doubt, can help enormously. This attitude pives the
child a chance for a fresh start. For if a child is to grow in
the classroom, he needs to feel that the teacher has positive
expectations for him, just the same as for any other child in
the room. The teacher expresses this attitude by smiling
and being friendly to all the children. but that's really only
a beginning. Methods vary to fit the situation but the

tollowing general suggestions may be helpful: '

1. Give a child praise for the things he can do well.

2..Respect the child's individual. pace of development.
Remember that in every area there will be much variation
amoeng your youngsters.

3. Whenever you step in to help a child. try to make
your suggestions and demonstrations as simple and direct as
possible.

4. Don't push a child to continue something obviously
beyond his current abilities. Instead substitute something
he can manage.

5. Ailow children the excitement of exploring materials
in their own way, even where it's different from the *right

way"* of doing something.

Naturally we want the children to get as much as they
can out:of the experience of being in Head Start. There are
many ways to promote learning. and your Head Start class
depends upon you and vour staff™s idcas about materials,
methods and goals, Paying attention to the pattern of skill
variation within cach child will aid in reaching those goals,

B. THE MENTALLY RETARDED CHILD

Mental retardation is a serious handicapping condition
that can occur in families who are advantaged in other
respects as well as in families in less fortunate circum-
stances. In many sections of the country parents of
retarded children have formed associations to be of mutual
support to cach other and to secure appropriate educational
programs for retarded children. How a retarded child will
grow up and get along in the world depends on his potential
for development. and on how that potential is fostered.
karly in this century people felt that retardation was a
hopeless condition: today people realize that whatever a
child’s potential may be, the way he is treated can make
him better or worse. It is also true that the majority of
retarded children are neither deformed nor socially unac-
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ceptable. With gooyd education and warm relationships
nany can be trained to support themselves and lead usetud
lives.

When a retarded child comes to Head Start, it way be his
fitst school experience. but it won’t be his tirst learning
expericnee. From the day he was born he has been growing
and learning. Too often we thmh of retarded childien as
not developing. when in fact retardation is not an inability

1o develop but a slowness to develop. Actually what we e

aftaid of is the myth of retardation  the idea of-a mental
defective. In fact, most classroom teachers have had
unlabeled tetarded chitdren an their classes.

Since nuny cases of retardation imvolve medical prob.
lens, caretul iedical examination is an important part of
the diagnostic procedure. A careful evaluation of the social
and developmental history of the “child is also necessary to

attempt to assess his rate of developmient. The clinician wilt
also be concerned to tind out whether there are some
factors in his envitonment that can be modified to awist
him in using lus capacities better, The task of bringing up a
retarded child is a diticult one and parents may need the
help of both medical 1esourees and social agencies.

Profoundly retarded children may often be unable to
walk. tafk. and toilet themselves. They are frequently
institutionatized. They will not appear in Head Stant
classtooms because of their extreme retardation. Though the
condition is a 1errible tragedy tor an individual child and his
parents such profound retardation oceurs very infrecquently
in refation to all children who are born,

Unlike the profoundly retarded child, moderately re-
tarded children can usually attain many of the self-help
skills that uther <hildren have, though they will acquire
them more slowly and need more assistance i learning
them. I their dlementary school vears, they are usually
able to attend public school in special classes designed 10
teack some practical skills, and to provide the socialization
that all chiidren need. As the medical section of the manual
indicates, there are many different causes for  mental
retardation. The variations in children’s Kinds of abilities.
and even in their physical appearance. within the moder-
ately retarded graup is also guite great. They may have
motor of lansuage problems that are related 1o brain
damuge resutting from the acadent or infectious provesses
that caused thein disorder. Children with Down's Syndrome
have the kinds of features (appearimee of shanting eyes) that
caused this disorder to be carlier fabeled ““monguloid.”™
Though most of these children have extremely Jow rates of
lemning. this i not universally true. An occasional child
with Down's Syndmme s able to Jeam at a rate oaly
somewhit feas than that of more normal ctuldien,

Some childien whose ntellectual development s 1e-
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tarded are very attractive with no physical signs of
ditfficulty n their sppearance. Their ditficalty may be
apparent instead through very slow speech developient.
inability to follow ditections. and lack of ordinary pudg-
ment. *
The diagrosis of mental retardation is a serious matter and
-should not be made from single signs like slow speech
development or motor awkwardness. We have even known
of an upsetting and absurd diagnosis of Down’s Syndrome
in a little boy whose eyes looked somewhat ditterent trom
other ¢hildren's in the class because he had an ancestor of
another race. A complete examination showed him to be a
pertectly normal child. physically intact, with good intellec-
tual capacity for his age, Careful examinations and periadic
re-evaluations are important both to avoid erro and to plan
well for how the succeeding steps in the child’s develon-
ment can best he encouraged.

It is not surprising that a high incidence of emotional

disturbance has heen found among retanded chikhien. Many |

have been found to be aggressive, severely witlidrawn, or
fearful. Sometimes the degree of emotional disturbance is
so great that it is difficult to know whether the child’s poor
adjustment is primarily dne to the severe emotional
disturhance or to retardation as such. The emotionally
disturbed retirded child, like other chiklren. needs help
with the emotionasl aspect of his problem, whether or not
such help can he expected to alter his potential tor
intellectnal development. When mental health faalities are
avinlable, every eftort should he made to secure help for
hamn,
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Retarded children with emotional disturbances. in addi-
tion to needing tlexible teaching methods, like other
ctwotionally disturbed children will need more adult atten-
tion in the classroom. Plans to have extra help available are
necessary it these children are to be successtully helped in
Head Start. ° .

Most Head Start programs can accommodate without
great ditticulty an educably retarded child who does not
have a severe emotional disturbance. When you are planning
14 include a retarded child in your class remember that the
goal is to help the child reach the highest level of
development. not just inclusion. So while it might be
possible for you to manage the child full time. it is a good
idea to see what other resources the community: has
. available  which offer special teaching for the retarded
preschool child, Some areas have two-or-three-day a 'week
preschool classes tor retarded childien: some have home
stimulation programs. Sometimes it is possible to do both a
specialized program and part time Head Start program,
Then the child has the benefit of both. But when such
special training is not available there are ways to help the
moderately retarded child within the Head Start program.

Most preschool experiences and materials are designed 1o
cover a wide age and ability span. The thoughtful teacher
" generally tries to lower her expectations appropriately for a
retarded child, and when doing a complicated lesson uses
her judgment and assesses the child’s interest before she
attempts to involve him. If she finds the lesson too complex
tor the retarded child. some of the younger children in her «
class may also find it beyond their present capacities. Hence
she will probably want 1o have an alternate activity
available aswell as another staff member to supervise it.

The teacher will probably notice that these children may
need a few words of extra explanation or another demon-
stration before they catch on. They may also need
occasional extra reminders of classroom rules, warnings
before transition times, or limited choices of things to do.

There is miich the teacher can learn about the child's
abilities by watching him in school. Don’t hesitate to ask
him whether he can do sométhing. and don't be afridid 1o
let him try something even though he has not done that
particuln task heYore. If the task is too hard. vou and he
will both know it. fn that case you can say. “It's too hard
for you right now  let’s try it an easicr way.™ or you can
try something clse. ,

Many retarded children develop healthy. engaging per-
sonalitics. They are in tune with their environment and
behave in a way that is typical for their mental age. For
instance a four year old retarded boy who functions like a -
two year okl may greet a guest in his Head Start classroom
with a wide smile and a fiendly “hi.” He may or may not

vo

respond to your asking his name put he might well pull
you over to the water table to have you admire his soap
bubbles.

However, since retarded children live in an environment
that is primarily organized for normal children, they are
constantly exposed to situations which demand more than
they are capable of . In such situations, a child may not have
the proper understanding. judgment or impulse control and
may find himself in trouble and feeling bad about
himself. All retarded children find themselves in these binds
occasionally and many learn to handle them by passivity,
walking away. or stating quite directly “don’t know™ or
“can’t do.” However, the child who constantly finds
himself in such stressful situations builds up a feeling of
tailure, tends to distrust his own solutions and to ask others
to do things for him that he could do for himself. He may
clown, act unnecessarily babyish, naughty, aggressive, or
passive and withdrawn in order to cope with his environ-
ment,

Occasionally other children may respond to this kind of
behavior in ways that are difficult for a teacher to handle.
They may constantly exclude the retarded child from an
4rea or an activity, or they may tease or taunt such a child
about his difficulties. especially if he is different looking.
Some children who have trouble dealing with their own
anger will decide that the retarded child is the easiest one to
hit or push down because he won't fight back. Other class
members with similar problems may join in.

It is up to the classroom staff to offer a child protection
from these constant battles, It is often u very difficult
situation and usually takes at least two staff members to do
it. Some teachers find it helpful to enlist the aid of
another more competent child to show the retarded child a
skl which he lacks. This always should be followed with
praise for being such a good helper. If a teacher can make
kindness and assistance a positive classroom value, it may
help the problem.

A severely retarded child should not be placed in a
classroom with a preponderance of aggressive children. It is
dangerous to the retarded child and creates a situation
which is not emotionally healthy for the others.

It is generally thought that the more retarded a chit !+

* the more difficult it will be for him to adapt 1o the noral

environment. kiven so some moderately retarded children
may have abilities in special areas, such as memory or
imitation, which will allow them some areas of satisfaction
in a Head Start class.

When dealing with ditficult or inappropriate behavior
with retarded children, most Head Start teachers will feel
they need more free time themselves or morg staft to
supervise these chuldren. to remind them of the rules and to
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tind alternate fess stiesstul actmaties, s pecessary alwo to
have a flenible classoom where uore than ane activity goes
o a time, That allows tor the retarded child 1o find a
suitable substitute material casly and unobtrusively.

There are nany books that spefl out-ways of teaching
spcci!'is.- tdsks to retarded children and other books that give
suggestions o approprtate curricula. Such books -aie
helptul, but you can oganize yoh own curriculumn and
teach specitic tasks  ettectvely without them, it you
remember some of the basic pnnciples of eaching any thing
new to anybody. With retarded chitd en you nay find that
thete are some ditferences m anphasis, but it is only the
special emphasis you need to fearn. not a whole new
system. Not all teaching 1s done by specitic lessons. Much
teaching i carried on i infornal ways, as special needs
arise. The following outlime may help you to organize a
lesson.

1. What Do You Want to Teach?

Fversone needs to acquite shills and information that
help him to become more independent and to get along
better in the outside world. The cuniculum tor a retarded
child should be designed around seit-help shills and basic
intormation that will have practical value for him. It must
also take into account the individual needs of the child. ftis
a good wea 1o build on the child's strengths rather than to
hanuner away at Ins weaknesses.

After vou have assessed what the child already knows,
you must decide what to teach him next. Two tactors are
all-important here: (1) his motivation, and (2) his 1cadiness.

A. Motivation

What s the cinld interested i learning to do? Rcl.mh.d
Childien usizatty  make  their enthusiasms  Anown cither
direetly or mduectls . 1 you wateh the child in class. you
can see which things he chooses to do and winch things he
fongingly watches other children do. that he ntight wish 1o
do abso, Is there anything you do that he imitates? i you
actually jot these observations down, vou may find you
have quite a list. That's fine because 1t gives you a lot of
ideas to work wath,

I the child does not seem to be giving vou direet of
indirect clues about has desires, you will have 1 choose tor
him. Very ofien youm relationsing with him will encourage
it to fearn what you are teachmg. The desie to please
soncolie is one of the strongest motivations tor fearning.

B Readiness

As with the normial child. the casiest way for g ictarded
chitd 1o feam s to build skills on2 upon another, begmning
with the casest and ending at the most ditticalt things of
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which he s capable. Readiness depends upon wheie the
child is on the developmental ladder. It you have watched @
baby develop. your own or soncone clse’s, or read a book
on child mowth and development, then you know sosie-
thing about the way people grow. You know it makes sense
that if a child has mastered 2 one-picee puzede., perhaps st's
tinae fon him to iy @ twospiece pusate. 10 a child abeady
feeds himselt well with finger food, then why not try &
cup? It he can use a cup, why not a spoon? It a cup and
spoon and tork. then why not learn to spread with a knite,
and so torth? Knowing where the child is on the develop-
mental ladder will help you teach at the appropriate level.
The appropriate level is the Tevel that:

2. uses shils the child already knows

b, provides a btle challenge

¢. allows tor unly a tolerable amount of frustration

d. provides for some immediate suceess.

fl. Breaking Down the Task

Most tasks are larger than you think and more comphi-
cated o learn than you may realize. Even something simple
may require preaking down into sequential steps. soa child
cm learn one step at @ time and teel a semse of
.mnmphslnncm

Teaching actarded child a ump\c skill should be spread
over a period of time. It should be done one step at a time
or one concept at a time. The learning expericnce must deal
first with real objects and events. The child should be able
to experiment with the materials which you are using. Also,
the expericnce should be labeled for him, using simple
appropriate words, There should he lots of time to repeat

“the activity unnl it is mastered. Once it s mastered.

reniember to et the child use it again in its original form.
Remember also that you can incorporate several skills using
one inaterial or you can expand one skill by using ditferem
materials.

Most teachers have their own teaching styles and favorite
cquipment. One teacher developed the program shown
below for teaching children how 1o use a slide. Another
teacher felt she would have started with a classroom
inclined .plane because it was smaller. In any cawe. o is
offered here as an cx.unplc of how one unght think about
developing a day-by-day program which teaches a skill and
is sprcad aver i@ certain amount of tme.

. Place the child on the slide about one-third up and
hnld him as he slowly slides to the bottom. Let hml get up
at the end. Praise him.

2. Repeat the first exercise if he is still shaky. m place
him higher up on the shide it he seems contident.

3. Place him on the slide as in =2 but let him slide by
himselt.



a
'
“
3.

.
.

4. Lethimacpear =3 swahe can begm 1o teel comtortable
with the new moten. _

S You will sull be pattng hun on the shide as 1 the
presious stages, but tinst have another child demonstrate
how o sow down by pressing gt the sides of the shude
with the feet. B e can’t wntate the dentonstiation Vo
may teed 1o spread fus feps ton him antl he wets the hang
ot Don't forget the praise. o

6. Repeat the buaking demomntiation it neacssiy or et
your pupil practice baking until he seems 1o feel cont
pletely comtortable on the Jide.

7. and after. Teach itim o dimb the laddeér. Fird have
him grip the sides and step up oue rung and atep down one,
Repeat . moving 1o rung 2, then to tang 3. and so Forth unty
he gets to the top. Chances are hie won't he altere sting hiy
teet on the ladder vet, but that's O.K. When he gets up

three o four 1ungs, you may want 1o climb behind him to

heep him fechay secuse with the heght Ultinmately he will
et 1o the top. While die's learning to climb, you will want
to give him wume chances to dimb again by putting him on
the slide yourseli. in cach session you might put him a little
higher for i longer ide. Fually the bip day will cosse whén
he gets to the top. Ar this pomt you will need to stand right
behind hitn 10 help him unscramble his feet 10 sit down,

»t
This mavement s a little tricky the first tew times for all
.,
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culdien, but by then. the sliding down will he casy for him, ¢

. L. Encouragement and Reward o’

Al children need encouragement 1o uy new things and
praise. when they succeed. Most teachers provide i cerain
amount of this kind of encouragement and praise as a
natural onder of business. But because learning is more
ditticult tor the retarded child, he usually will need more
encouragement. Sometimes tetarded children are worried
about failure. Sometimes they are timid. Sometines they
teel they would like to do something but don't Anow where
to begin. Encouragement alway's should follow immediately
after a tirst trial no matter how tentative or small that trial
may have heen. Both the encouragement and praise should®
be immediate to let the child know what he is being praised
tor or encouraged 10 do, so that he will make a second
attempt.

Praise from you is not the only reward. The fun of the
activity itsell’ is often its own 1eward. Duing things like

other children is also rewarding. Being independent and - -°

grown up feels good, recopnition of new skills by other
children is exciting. Showing mother and  secing  her
pleasure is gratifying. Finally, making it possible to grow
and learn in school is what Head Start is all about, The
retarded child will sense this tou. '
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Thus chapter deals with the behaviors characteristic of
emotionally disturbed children and how the teacher can try
©to meet their needs. In this connection, it is important to
. remember that while emotionally handicapped children do
not necessarily have cither physical or cognitive disabilitics,
many. but not all, physically or cogmtively handicapped
children do have emotional problems. Thase may stem from
the reactions of others and of themselves, to the physical or,
cognitive disability. In some cases, nenrological difticultics
associated with the physicat disability con also contribute
to the emotional problem, :

‘

A. INAPPROPRIATE BODY HABITS AND
" THE CHILD'S CONCERNS WITH HIS
OWN BODY

It is not unusual for young children to develop certain
Kinds of body habits which ace inappropriate for their age.
Some examples are persistent hambsuckin. nail picking.
nuse picking. pulling on their own hair. or-skin, and playing
with their sex organs. Such habits may come and go,
showing up only when the child is particularty tense or
tired. But it they occur with great frequency and, especially
i’ they seem to interfere with the child's ability to enter
into the regular activities of the classroom, hey should not
he disreparded.

The most common of these body habits is fingersucking.
Usually just the thumb is sucked, but some children suck
iwo or three fingers. It is the young child's way of giving
himself some comfory when he is tired. or frightened. Some
children while thumbsucking pull on one of their ears. twist
or pull their hair. or suck on a bit of dothing. Thumbsuck-
ing may also occur along with other_ body habits, such as
bady rocking. James. dor example, atter being scolded for
knucl'ting down another child’s block tower. typically runs
to a corner of the room. sits o' the floor, and sucks on his
thumb. e continues to watch what oth® children are
doing, but for- the time being he has to withdraw. Monica,
on the other hand. in a similar situation, withdraws more
completély, While thumbsucking, she hides behind a picce
of furniture and covers her head with her dress. thus cutting
herself o1t from the rest of the group. Momica's behavior
pattern represents a -seriows form of *withdrawal, while

James® is more typical of the young child who is for the
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moment. troubled-by his own or other children’s apgressive
behavior, -

Birdy rocking and hair twirling may oceur along with, or
independently of. thumb and finger sugking. Tony. for
example, often spends most of the morning sitting on the
floor rocking back and forth, seemingly tost in a world of

his own. When somcone approaches i he usually just -

continues rocking. Sometimes he' acknowledges the pres.
ence of another person, child or adult, by rocking faster,
but at other times, he just continues the rocking as before.
Typically. he ncither smiles nor cries while rocking, though
often he looks worried or frightened. Tony is a very
troubled, insecure little boy.

- While none of the three children described above does
anything as part of the withdrawal pattern to hurt his (her)
own body. Janie does hurt herself, Sitting quietly by herself
she frequently pulls outsher hair, one hair at a time. A bald
spot is beginning to show up on her head. George, on the
other hand, is more likely to pull out handfuls of his owa
hair with one hand and with the other to pluck at his arms
or face, Children like these who hurt themselves are in
special need of clinical assistance, as well as of the teacher's
help. . ‘

What Jdo these children have in comaon and how can

the.teacher help them? Most are lonely. frightened children
who seem o angicipate that others will not accept them. So
they withdraw from the group, seeking comfort from their
own bodies.'Often they secretively watch what is gofng on
in the classroom, supgesting that they would like to become
part of the group, but they don’t know how to do sv. They
need the teacher’s help and encouragement. Usually it is
best to approach such a child slowly and to get down to the
clild’s level  to sit or kneel beside him for a few minutes
without trying to draw him out. With the teacher beside
him this way, the child can usually hegin to relate to her. to
look at her and to respond to the alternative activities she
offers him. These should preferably include cither a quiet
activity such as sitting beside the teacher or even on the
teacher’s lap. while she reads him a story. or playing along-
side Ywo or threc children at the water table. Often these
children can join a smal) group of children. only after first
having an opportunity to be by themselves with the teacher
for a while in a guiet one-to-one relationship and only if the
play of the other children involves neither completion nor
cooperation.
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Since wot all withdiawn, chifdien will wespéatl m the
saitie Wiy to the teachier sattempts 1o help. she may need
Wty varous altermative ways o dediee e thild's
eluctanee 1o enter into group activities. A gond rulé 1o
follow in gencial with thew clighhien s at any one ting to
offer the child ot nave than 1o alteinatve actimiies Lo

have to choose hetween more than twa is very diffwot tor

young vhildren. Of the other hand, it the child can tell the
teacher What e would like 1o ey andit ghe child X choice

is acceptable to the teacher then this can be more useful 1o’

“the withdrawn child than having the teacher present the
alternatives. It e withdrawn behavior persists, despite the

e teacher's cltorts, retenal o the climeal team Mioitld be

considered, .

A farther word abuut thagbsuching. Some parents tear
that thuinbsuching will haien the child’s jaws and teeth,
Dr. Spock’s views on this should be weassazing. This » what
he says: I the thumbsisching is given up by siv sears of
GEe as s in g prent majonty of cases  there is very
litthe chanee ot its hunting the perntanent teeth”

Ecassonally cluldgen will spie at cach pther or at adults,
Sometimes 1t hecomes an enjoyable gatie o e who can
spit the farthess Though this s not 40 be wgnded as
seriously mappropriate behasion, it should not be llowed
to go on. Usuatly o the geacher iccommends a more socially
acceptable gane or activity the spitting will stop. On the
other hand. an unstable tense child may peisist in using
TSI as 3 Wiy of CAPressimg anger and trustration. Susan,
for example. often will came up close tea-child who is
standing or sitting nearby, and  unless stoppdd by the
teacher. will spit a1 this child. Susan uses sprtting rather
than words to attract attentipn.scspecially when she is
tense and angry about something. '

Bredth-holding is rare in preschool children after the age
of 4 bt it it persts it is usually a sign that the child needs
to he referred to the clineal team.

In general, bodg habits that are not physically hurtful to
the child, it ssed occasionally and not accompanicd by
ather tioublesome belaviors, are likely to be given up with
the friendly assistance of adults. On the other hand,
self-hurting o entrencly  persistent, mupﬁnpliulc hody
habits acards always sipmty that something s seriously
wrong. :

Porsivient wetting and soiling dung the day ocom in
some preschoolers, Somctunes the child seems unawae of
e lapses but sometimes they upset Tum very mnch,
Kate. for ofample. after wenting, appears o be wery
toghtened. apparently expecting o be wevercly punished In
her case. the wetrmg seems to tollow cither hier inability o
have her own way of seeming accidental or purposive
hurting of anether cluld.

.
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Sometiines persistent wetting oceurs hecause of a4 wi-
nary of other type of intection. It is advisable, therefore; 1o
recomend i a liuld who shows these bhehaviors he given
a thorough phy sical exiination to detenmine whether theie
15 a physical hasis for the difticulty . On the other hand, the
wetting and soiling gy be aclated 10 paychological tather
than to physical factors, as tor example, the fear some
culdren awve of using the bathroom, especiglly m s ew
place. At the beginmng of the school yea, thagoe, iwue
children are likely to have pioblems with, wetting and
soiling than later on. On the other hand. tear of the tolet
can continue on well past the carly weeks and months ot
the school vear. The tordet. with its lowd awish when
flushed, can be trightening to some chikhien. Somctunes.,
the fear is ticd in with the disappearance of their bady
products, when the totlet is thnhed - The disappeatance nay
be expericnced as losimg an anportant pant of the et
lndeed. some children ate tenihied by thif' possibility that
they themselves may one day be llushéd-;dm\n the toilet,
mtentionally o by accident. Such fears are comnion al the
beginung of toret taging. By the, time uldren cuten
preschool niost childien have cotiguered them. Yet afew
children still ae troubled by them.

Sometimes these childien need the amother's permission
to use the strange bathroom. Having the mother cotie to
wehool and teasshre the child that 1t s all vght 4o lam o
use the school bathtoom cm hielp. Sometmes the Cluld’s

~
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.
problem centers aronnd the need tin e privacy winle
usig the batlnoom, especidiy i medesty s been stiessed
Al home, Having several dnldien using one school batloom
al the same e can be hard on such cindhen even when
cach toilet Ias its omun door, I the tolets do not have
doos, the child may 1etuse 10 uwe them thnoughout the
shoot day unless he g mosonie wany mprovise g dowr,
Joame. o enample, &\'d her need for ivacy by asking
the acacher to be g door tor her. Whatever the reason for
the wettmg and soiling, mothers shoukd be asked to leave
extra chatges of clotlnng which can be hept in the child’s
cuhlby

Young children occasionally mahe 3 habit of valing
inappropriate substaices such as clups of paut, preces of
chalk or even paper, The technicil name for this iy pica.
While pica 1s not necessanily a sign that the child is seriously
disturbed, persistent catmg of medible substances can he
ititrmiis to the dnbd’s heatth. Persaistent cating of tTakes ot
paint, tor example, can canse lead Poisomng smee many
paints still contam a lead base. B the weacher hnows that 2
child has been catmg pamt. she should recommiend that the
mother shoukd take the child 1o a physician.

SeVere forms of pica oecur most frequently in neglected
children whose general phy sical condution is poor. Fie s
such a child, He is th, pale and vers undersized for his
age. Thioughout 1the school worning hie s likely to swatlow
4 great sanety of inedinle substances  chalk. papar,
crayons. et along watli the siach foods (ciackers. conkics
and cold cercals) provided by the teacher. The neghbor.
hoott worker ieports that Fone has shown thns type of
behavior at least since he was two years old and that he
now has frequent digestive upsets, Inschool, Linte is cleanlly
4 loner. Wathout the teacher's help, he does not miteract
with other children

How can the teacher and the neighborhood worker help
such childien® Consultatson with the mother is a first step.
At home.-as well as in school, providig the cnld with
edible substitutes such as o, hatd candies and cookies,
sonetimes helps for the time being. What they 1y pically
need for the long run iy o more tavorable environment for
growing up, ie, one i which proper, fond and adeguate
supervision and training are available. 11 the pica penists,
however. tefenal 1o the chimeal team s advisabic. With
severe pica immmediae Chnical reterral is wivisable. I8 a cnld
occasionally cats ancdidle but mot hanniel sabstances., this
can usuatly be handied by the teacher wuh the imother s
help. : :

Sex plav which takes the torm of interest m what other
chldien’s bodies Jook like, espectally the ses untine, Iy
comunon at this age and s asially an expression ot the
child’s concern with how and why by and girly e
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ditterem. One way in which this mlcrcsl'cxprcm'os iseltis
in the so-called “doctor games,” wlhere children take turns
in “taking temperatures.” thumping on chests and other-
wise examming ¢ah other. Pulling down pants and taking a
look 1s not anusual at this age. v is kely 1o be done in
swerel: i the children go into a comer, behind doors. or
nte an empty room, apparently realizing that they are
doing something Gdults dgnot approve of, When a wacher
wes such belavior "We can help the children tum 1o
aceeptable activities without making them téel guilty about
the sex play, it in a firm, but not angry voice “she says., lur
eNample, 1 know you'd lije to fidd out more about how
boys and girls are different, so let's talk about AL Falking
ahout sex with children can be ditficult aot only because of
the teacher’s own reluctance to discuss such matters, but
also because of the uneertainty ag o what mothers are
willing to have their children know. The way o deal with
this latter point is for teachers to consult with mothers
carly i the school yea 1o learn how the mpthers would
like the teacher 10 handle sex 1alk. sex play and sex
mtfornation. Claldren do need 10 have  their questions
answered, but in o way which does not conflict with
parental and neighborhood values. '

It is important to remember that curiosity aboul sex
differences is nonmal in young children, as is also the fear
that something may happen to one’s own sex parts. The
little bay may need reassurance that his penis will not fall
oft, the little girl that girls do not have a.pems, that girls are
fine withowt penises because they have other things. Such
teassurances help dispel the boy's fear that he is in danger
of kning i pant of himself, and the girl's fear that since she
has no penis she is damaged. Letting childien express these
fears openly s likely 10 cut down on the sex play.

Questions abour where habics come from are common at
this age. but there is usually very httle mterest in's detailed
tecommt of the “facts of lite,” as the followjng incident
demonstrates: Five year old Joliny came rushing into the

house to ash his mother “where he cape from.” Thinking

that Jolmny was asking how babies are made. his mother
somewhat reluctantly old him about the hirds and the

- bees. When she got all through she asked Johinny if he had

any questions and Johnny said, Yes, Freddy says he comes
i Philadelphia, where did 1 come from?” Clemly.
Johnny was not asking for the ~acts of life™ and most
culdien «t this age are not ready (o o détailed caplanation.
One way tecavand giving too much. too little, o the wrong
infoniation m answer 1o the child's questions s Lo ask
Johnny why hie is asking the question, why- does he waat to
hiow ? '

A conmon misnderstanding of young childien has 1o
do wiath where i the mother's body the haby grows. Smce
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the stomadh atca of the mother hecomes more and more
distended as the pregnancy progresses. it is not surprising to
findthat childien assume that this is where the haliy is
growing. Since even young children associate growing fat
with cating a lot. some children develop fears around cating
when they cone in contact with pregnant women. Explaitf-
ing to the child that the baby grows in a little sack separate
from the mother’s stomach can be reassuring to the child.
Another fantasy children sometimes have is that babics are
horn through the rectum. the same place where bowel
movements oceur, Bowel maowvements then can take on.a
special meaning tor children, that of giving birth, and as
such can be very trightening to a young child. Such fear can
result in the child’s withholding his own feces, thus serving
as the foundation for chronic constipation. Moreover, since
Teces arc usually regarded as dirty, these children are more
likely to accept the view that sex itselt is “dirty.” Simple.
straightforward explanations about where habies come from
can help the youang child give up troublesome funtasics, For
further suggestions on how to answer children’s sex
questions, see. for example, Dr. Salk's sook, What Frery
Child Would Like His Parents to Know:.

Many children. both boys and girls. sometimes hold on
to their sex organs when they need to urinate. It is as if
they want to-hold in the urine and thus avoid having an
accident. When the teacher sces this hehavior it is appro-
priate for her to say. for example. Do you need to go to
the bathroom, Johnny?"" Sometimes the child does not go
. to the bathroom when he needs to hecause he is involved in
an cnjoyable ongoing activity either alone or with other
children. A simple statement by the teacher such as “you
can go on with your game (or whatever) after you go to the

hathroom™ will usually help the child interrupt his play -

long enough to go the bathroom.

Sex play in young children sometimes goes beyond the
so-called “doctor games.” Amy. for example. tries to peck
under other children's dresses. while Henry often keeps one
hand inside his pants as he sits gazmyg out of the window-or
cven while walking around thegroom. Sometimes he appears
just to be holding his penis:at other times he takes his penis
out and openly masturbates. Henry may bhe trying to
reassure himself that his penis is still there or, more likely.
he is worricd and tense about a lot of things and needs
somehow 10 cover up his worrics. Rubbing the penis can
serve this purpose since it gives him some bady pleasure.
How can the teacher help Henry? Many adults would be
tempted to threaten Henry  to tell him. tor example, that
his penis will fall oft it he keeps on playing with it, or that
hell make himselt’ crazy. Such threats will not help Henry.
First of all. they are aot true, and second of all, they are
likely not only to make him worry all the more, but also to
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instill additional fears of anything associated with sev.
Since excessive handhng of the sex orfans is usually a sign
that the child is worried about something, yet suciety
disapproves of such behavior. the teacher may say to Henry
in a matterof-fact way that ‘he should try not to do it
anvmore. that most boys and girls want to do it sometime
o other, buts they. ¢an usually stop if they try.If this
approach does not help. it may he necessary to get at what
the child is worried about. Henry may be able to tell the
‘teacher ahout his worries. especially'if she sits down quictly
beside him and encourages him to talk. But. sometimes the
warrics are too trightening to the chidd and he cannot really
talk about them. These children should be referred to the
clinical team. Dr. Spock, for example, tells us about a little
boy who was terrified that his sick mother would die. The
child. unable to concentrate in the classroom, absent-
mindedly began to handle his penis more and mwre
frequently. Talking out his fears with a member of the
clinical team helped him to give up the habit.

.

B. THE AGGRESSIVE CHILD®

-

Young children deal in ditferent ways with wishes to

" hurt others and to get what they want, Somgetimes we sec

children shoving and pushing other children just to show
how ‘big and powerful they are. In relation to parents and

other grownaps, all young children are little and sommetimes

they like to try to show hy their physical behavior that
they are not the littlest and least powerful. Occasionally
they hehave as they did when very young to show they can
get what they want or to show how angry they are when
they don't get it. They may once in a while bite other
children, more often grab things. or knock over toys other
chilgrcn are .playing with. When children -consistently
hehate in one or more of these ways. we are likely to regard
themn as ageressive. ' :

If the children have reasonably good relationships with

their parents, besides wishing to show how powerful they
are. young children also very much wish for the approval of
their parents. When they get to know aid like their teacher
they also wili want her approval. Expressions of disapproval
for hurting other children, interfering with their play. or

grabbing things will ordinarily lead to a gradual reduction,
of these behaviors. This is especially likely to happen when-

the teacher offers a substitute way to feel important, Uf she
sugges's that he build a block structure of his own and
admires it as he builds, he may be distracted from knocKing
down another child’s blocks. We all know that this may not
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happen the tirst time and that the teacher may have ta try
nrany’ times to show the dntd what behaviors she admires
and what behaviors she does not.

tven the child who s progressing normally in the
sociglization of his aggression mayv have rivalries with his
brothers and sisters at home that make him on some days
less able to cope wath shaing adult atiention and toyvs in
schoul,

Preschool teachers know that they will have to cope
with occasional undesirable behaviors in many of their
children. In the classroom itself, situations of real frustra.
tion are bound to happen. When there are not enough
magic markers for evervbody. and everybody decides he
wants one. when a heedless child has stepped on a painting
left to dry, the child who doesn't get what is his share. or
the child ‘whose product is damaged will experience some
natural anger. It is then that children whose control of
anger is not yery ‘secure may hit, nip. or kick another child,
until the teacher can step in as one who will decide how to
remedy the situation, )

* Some children come from crowded neighborhoods

. where it is difficult for mothers to supervise the children's

play. Otten the amount of hitting and grabbing is greater in
these children., As one project mother reported. “Thicre are
so many children playing there that she has learned to grab
her own toys first when she falls and to tend to her hurts
later. Possession here is nine-tenths of the law.” What the
children have 10 gontend with in their other play groups is
something the teacher has 1o ke into account. She may
not agree with the other group's way and she may plan 10
have her own class act differently. but she understands
what the neighborhood situation is like and she will know
that it-takes time for children to catch onto what she thinks
is the appropriate way for them to get along with cach

" ather.

What really worries the teacher is the child who is
not responsive to her expressions of disapproval or to
her praisc; he may scem to enjoy her praise but over a
period of tinre not change his behavior very much.
Children vary in how they control their hostility within
the classroom. Sometimes when the teacher has more
than one child in her class with a serious tendency to
kant other children, the.e is so much trouble that she
has a hard time to see how it happens. If she and her
assistant can compare notes at the end of the day. after
a while she cun usually sce some pattern 1o the
troubles.

These are some of the aggressive patterns we have seen.

JThere are alsa other patterns. Sowetimes a child really

hurts another ¢hild for a very small thing. Sometimes the
teacher is aware of why the child is angry. but sometines
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she is not. In Ann’s case, the reason was nat at all clear, at
least not in the beginning.

Ann was a pretty_ little blonde girl who at first had some
difficulty leaving her mother but very soon wanted to come
to school. When she arrived in the morning, she sometimes
had scratches or bruises on her face that looked as if she
could have heen fighting with her older sister or brother
and got hurt. In class she was peaceable and friendly with
other children when she had what she wanted. but if
another child was using something and did not give it to her
at once she bit that child. Sometimes it was not just a
little nip. but a real bite that broke the skin. The teacher
then had to send the bitten child 1o the clinic since human
bites can result in an infection. Ann was often in angry tears
both because the teacher reprimanded her and because
other children looked at her with disapproval. Sometimes in
addition to biting, Ann would also hit apd throw things.
After some particularly hard times. Ann's mother had to be
asked to keep her at home for a day. partly to give the
teacher and the class some relief, and partly 10 make it
plain te: Ann that in school she had 1o try 10 control her
hiting and hitting. With a great deal of affectionate
attention when she was not hurting other children. both
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from her teacher and fiom vohmteers whow the teacher
asked to pay sy -cial attention to Anu, the intensity of the
biting diminished. but the ready nip was for a considerable
part of the year her aethod of trying to get what she
wanted. Later in the vear spells of prolonged crying became
more frequent than the biting. As she grew attached to the
teachers. the sadness that had been covered up by the
aggression came through, The neighborhood worker who
had maintained contact with the family found that wother
herself was depressed and had little energy to put into the
management of her children. In her struggle to maintain
herselt” in the family group Ann was frightened  and
demanding and uscd her tecth as a weapon to try to get
things for herself. Because Ann's problems remained so
persistent. a clinical evaluation was recommended.

In addition to the teacher’s concern that the aggressive
child not hurt others, there is alw the concern that
nonaggressive children will begin to imitate the aggressive
child. It is essential. theretore, that the teacher be able 1o
set clear limits. Otherwise, several members of the group
may become aggressive. For example. it the teacher is not
able to limit the use of biting or hair pulling by one child.
others of the group may also try it out. It may start as
“doing it back™ to the aggressor but then be used more
generally particularly to plague more helpless group mem-
bers. Grabbing other children's things and refusing to take
turns also belong in this “contagious™ category though they
are not quite so difficult to manage. Children are not too
* likely to adopt the clearly bizarre behaviors of a disturbed
child. but the destructive hehaviors that were natural to
children at an ealier age level have a particularly contagious
cffect.

The most severe and repetitive aggregsive behavior s
often scen in children who have been frightened in their
own families or neighborhoods and are determined o
reverse the -ituation. that is, they wish to make other
children afraid of them. This presents the teacher with a
particululy difficult management problem since when such
children hecome mwre frightencd, they frequently become
more aggressive. Threats of severe punishmeuts uwrually only
make the difficulty worse: it they are effective tor the
moment they are not in the long run. They can add to the
reservoir of fear and anger in the child that will explode
again. What we have seen work with children who are not
too angry or disorganized is a teacher speaking in a firm
voice and temporarily removing a child from an activity.
This works when the teacher is pleasant with the child at
other times. i.c.. when the teacher and child do not hecome
cnemics. Children who often have difficulty with managing
their hostility arg liable to have temper tantrums. These
usually do not look like simply going after another person
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to hurt him but like a general discharge of rage which may
also involve hurting smmeone. What teachers usually think
of as temper tantums are times when children throw
evervthing within reach: Kick or flail about withont caing
whom they hurt, o lic down on the floor kicking and
screaming: or run about screaming and hitting anyone in
their way.

When the child kicks or bangs objects but does ner hurt
anybody. the situation is casier for the teacher to cupe
with. Sometimes if she can intervene quickly she can
console the child for feeling so miscrable. find out what's
the matter, and stay ncar him until he has cahmed down. At
other times he needs to be removed from the classioom and
have some time ont on a one-to-one hasis hecause he is too
disorganized 1o respond to anybody with anything cxcept
mare anger, He needs time to quiet down.

Sometimes the child in a temper tantrum hurts ‘some- )
hody because he wanted to. But sometimes another child
gets hurt erely because he happened to be in the way.
Thus. when aggression oceurs. consideration should be
given to (1) the child himself, (2) the one who has heen
hurt, and (3) the group of other children who way be
frightened by the intensity of the outburst. Sinee there are
usually only two grownups in the classroom, they usually
will find it helpful to divide thein attention; one tending to
the child who was hurt, and the other to the child in the
tantrum. If the hurt child is not badly hurt, the teacher
who tends him may be able to move him back into the
group as she consoles him.

The teacher who tends the child in a tantram would do
well first to try to speak to him. o see if she can calm him
Zlown. But often this is not enough. The child needs to be
physically restrained and moved away from the group. If a
room is available adincent 1o the classroom (and we wish
one always were) the teacher can take the child there. If
not. she way have to take him to a corner of the classroom.
Reproaches and scoldings usually wili not help at this point
since the child is usually too angry and disorganized to
listen. Comsolation is the first stage in restoring most
children to their more reasonable selves. 1 know it feels
terrible to be so angry: Fm sorry you feel so bad” ete. A
little later when the child is calmer, the teacher may or may
not be able to find out what he is so angry about and see if
it can be remedied. After the teacher has allowed him to
verbalize his anger she still needs to give him time to
recover before she can safely expect him to rejoin the
group.

One reason for removing the child in the temper
outburst from the rest of the class is that his behavior can
be a threat to the contols of the othars. The outburst nay
scare the uthers. who then start acting more babyish than
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“usual it' they have 1o be near him while he cannot control
himselt, The class otien neads some simple rcport from the
teacher gbout what has happened to Johnny, ¢.g.. “Johtny
got too upset when Sue took his truck, We have to hclp him
not to do that. Sue is OK now., but we're sorry he hit her.™

Wh;,n the child who is the victim is in fact badly hurt,
other things need to be done. Other personnel (teacher in
the next room, ¢ook or bus driver) may have to be gsked to
‘help while the teucher cither calls the mother or takes the
child to the clinic herselt, (Like any emergencey or accident
in which a child is really hurt. the procedures for getting
physical assistance need to be worked out at the beginning
of the ‘schoul year.) In the meantime, the test of the class
needs the presence of an adult and some information to
indicate that the teacher is taking care of things.

Taking' care of any angry child who may hurt others is
very. stresstul job, and if the child is angry o great deal of
the time it is hard to like him. A teacher can tind herself
being glad tor the days he is absent, and dreading the days
when he comes to sehiool in a bad mood.

This makes preventive action in so far as possible of
considerable importande. The teacher's observation of
the circumstances in which the child tends to get angry and
her maintaining an interest in him at those points is
importaht. It she ‘recognizes that transition times like
coming into schoal, going vut to the playground. or waiting
for lunch to be served are particularly tioublesome times
for one child. she will attempt to maintain eve contact with
him at those points or ask her aide to do so in order to
intervene betore the child gets too upset,

Some children have a particular interest in a fight with
one other child in particular. In so tar as possible she can
attempt to interest them in separate  activities. Other
children will use an aggressive act to get themselves some
interpersonal contact when they feel left out. For example,
when two children are playing comfortably at the water
table. one may grab the container they are filling or shove
the other one hard out of the way. It is tempting to label
this behavior as “attentiongetting™ and think of it as just
bad behavior. But we really know that all children need
attention. and that some do not know very good ways to
get it W the teacher or her assistant can spend a little time
with the sgesesave one, she can sometimes help him to
learn how to et into the play without huting anyone. She
can show him how to build m the block corner a road to go
with the building the others have started or to help tind all
the big blocks for the giant building she will help them
make. Feeling lett out is one of the most painful feclings
tor children, and the child who has just begun to learn
social skills can casily become isulated by lus own aggressive
mancuvers il these are the only ways he knows.

Q
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The sources of excessive aggression are outside the
classroom, and the teacher and the neighborluad workes
will naturally discuss what can be done about the things
that are Keeping the child angry and upset Nevertheless the
child very much needs the socialization of the classroom
and the teacher needs to plan especially carefully how to
teach sich a child some of the ways to manage himself’ in
relation to other children,

C. THE HYPERACTIVE CHILD

Children show a wide variety of activity levels within
one classroom. Often in dealing with preschool children, a
teacher may feel as i she plays the part of a ratlic
policeman. She stops some activity: she starts another. She
slows down the runners and hurries up the dawdlers. Such
nionitoring of motion comes naturally ta most and it is part
of the daily job. However, often a teacher finds herself on
one child’s back constantly because of his restlessness, his
wiggling. his inability to kecp his hands off other children,
his constant talking. and purposeless running back and
forth. Children who are constantly restless and who are
active in a purposecless way when they play. sit. watch TV,
ride in a car or rest are often labeled hyperactive. overactive
or hyperkinetic.

Many studics show that 3 to 4% of our nation’s Lhildrcn
are labeled hyperactive. Ninety per cent of them are boys.
We don't krow the reason for the high percentage of boys.
We know it is not usually hereditary. It oceurs in about the
same  numbers among  all races. all cultures, and all
socioeconomic groups,

People have asked repeatedly: what causes hyperac-
tivity? As far as anyone knows it is not caused by one
specific thing. Some children react to anxicty by becoming
overly active: others may have some minimal -r mild brain
damage. We know that all children have different develop-
mental patterns, This is true for hyperactive ones as well.

Some mothers have reported that their children were
active and_excitable from birth, They cried. moved con-
stantly. slept little and had prolonged colic. Other mothers
noticed nothing unusual about their infants until they
began to walk. When they walked they ran. climbed and got
into things. Y turned quict. organized houscholds into
chaos: ordinarily calm parents became screaming discipli-
narians, Still other more tolerant parents only found that
their childien had trouble when they entered kindergarten
or grade school.

Most parents try hard to cope with the situation at home
by trying fo heep calm and hoping the child will outgrow
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this phase. Eventually parents of those who do not outgrow
the problem 1ecognize sts serivusness and seek diagnosis and
treatment,

Medication is sometimes. prescribed by the child’s
physician and may be usetul in helping children become
more calm and better organized, especially when it is used
in conjunction with improved home and school manage-
ment. Some children have only minor improvement with
medication aml others seem  to derive no observable
benefits. I a child in vour class is taking medication you
should know what the name of the drug is, how much he
takes and how often he takes it. If there is a change in
dosage or frequency given. you should also be alerted so
that you can watch for behavioral changes. Conversely, if
you notice a drastic change in the child’s activity fevel.
appetite loss. clumsiness or slurred speech. you should
report this to the parent. who may ask you to convey the
niessage directly to the doctor handling the child’s medica-
tion,

Deciding whom to consult is often a difficult decision for
familics to make. Some people begin with a thorough
history and check-up by their family doctor or pediatrician.
Others want the opinion or a second opinion of a specialist
familiar with the syndrome of hyperactivity  either a

pediatric neurologist or a psychiatrist. -

Anxicty and stress will always increase hyperactivity.
Often teachers will notice raised activity levels betore o
~ just after medical exminations, the arrival of new classroom
personnel, or separation from their mothers in the morning.
A problem at home will also reflect itself in a child’s school
behavior. If you notize an ingrease in activity or anxiety. it
helps to ask a child if there is something bothering him at
home. It is also a good idea 1o ask the neighborhood worker
to make a home visit to see it she can help the home
situation. '

Children who are hyperactive may have other problems
which atfect their classroom functioning. They are:

1. distracubility

2. short attention span

3. constant repetitioas purposcless motions, ¢.g.. hair
twisting

4. inability to sit still

5. problems in following verbad directions

6. constantly touching other children and their things

7. aggressiveness brought about by attempts to con-

+. strain ’

K. seizures

9, accident proneness

10. frequent mood shifls

1. impulsiveness

12. clumsiness :
13. problems with fine motor coordination
14. inability to wait for things

Not all children who have these additional characteristics
are hyperactive: some of these can oceur with immaturity
Or transient anxiety. ,

(lassroom Management

Some classtooms adapt themselves very easily to the
hyperactive child. These are usually classrooms which are
fairly large. well-organized, do not contain a lot of clutter,
and which have some sort of permanent indoor climbing
equipment, or separate noisy factive room. '

What happens il your classroom doesn't fit the above
description? Can.you handle a hyperactive child in your
class and make it a positive experience for him and for the
other children? In most instances reasonable adaptations
can be made which allow you to accommodate an
overactive child without too much disruption.

»

SPACE

Onec of the primary nceds for a child who is extremely
active is space to move about. The space you have may not
seem large at all. but could you use it better? Here are some
ideas that have been found useful for teachers in small
classrooms:

1. Use wall space for storage and tempera painting. This
climinates the need for casels and some book shelves. Wall
storage may often be made cheaply by stacking and glucing
large cardbuard tubing or quart bottle soda cases on their
sides. .

2. If table space which accommodates everyone simul-
tancously is only nceded at lunch time. collapye folding
tables. or stack non-folding ones top surfaces together, legs
up. Chairs. too, can be stacked when not in use. Most
children can learn to do this casily.

2. Movable low partitions help delincate small arcas
when they are needed. but allow you to open up a large
space quickly. Book shelves are hest for this. They are not
tippy and not tov casily moved by children. .

INTEREST SPAN

4. Always have some toys out available to cveryone
and other things put away. This reduces clutter which
confuses hyperactive children. Varying the toys available
creates interest and is one way to extend tew materials.

INABILITY TO SIT STILL

S. At the very beginning of schiool make it clear to all
children which exits jhcy may use to go to the playground
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or to other parts of the building and when they may leave
the room. Repeating this caretidly and firmly until alf
children understand it may  help you keep nack of
wanderers, and cut down on the amount of chasing vou
need to do.

0. 11 possible. provide for some sort of indoor climbing
cquipment. Climbing  apparatus - may  seem bulky  and
distracting to you if you haven’t been tortunate enough to
have had any in your classroom. However. some are bulkier
than others. Some take up relatively little floor space but
use lots of vertical space. Some kinds of jungle gyms have
attachable slides or side picces which you can use when you

do have the space. but they do not need to be available

everyday. One picce pf equipment that is collapsible. takes
up relatively little space. and costs little is a balance beam
with a low sawhorse or two. This makes a scesaw. a small
slide tor sliding down or stree2ling up. a ramp for cars and
tracks, and a walking board. The versatility of this material
makes it appealing to chidren.

7. Make better use of your outside play yard. You may
tind that two short outdoor times work better for your
class than one. While outside vary the activities. Add some
simple running games and exercises to your repertoire.
Bring a lange ball one day. Another day get out the
tricycles. Still another day go for a short walk. In the
springtime or carly tall. digging and water activities are fine.

IMPULSIVENESS
K. Provide other soothing and absorbing materials.
Lquipment that provides a tactile experience usually works

+hest, Sand boxes. water tables, salt trays. shaving soap

dispensed by the teacher for finger painting on table tops.,
bubble blowing. or sink water play are some that most
children like best. Vary these hinds of activities every few
days. su that they keep their appeal. .

Y. Have some place like a quiet corner where a child can
go to calm down or see what others are doing. Teaching
hyperactive children to take time out to look around and
decide what to do next is a valuablé way for then: to learn
to handle their problem. You will need to suggest and ac-
company them the first few weeks but if' it is a useful place.
eventually they can learn to use it if you remind them.

10. On rainy days sce if you can use an auditorium
or gynmastum. it neither ot these is available, you could
use a hall for some runnmg. games. Be sure to have a
teacher at cach end us a “stop sign.” lalls alse accommo-
date tricycles and wagons well in a pinch. Jumping games.
follow the leader. and Simon Says will help you utilize this
space in a quieter way should you find that noise is a prob-
lem. Halls lend chemiselves well to parades. either musical
or dress-up.

BEST COPY AVAILABLE

FOSTERING CONCENTRATION AND
SUSTAINING ATTEN:(ON

Just having the proper space is only one hurdle.
Teaching active children when and how to use it to control
their behavior is another.

Hyperactive children can and do sit down and concen-
trate on some quiet activities. OF course this should be
encouraged. Their attention spans are shorter than average.
Because of this they cannosgjt still as long as the average
child, They need the chanceht%'z« up and move about ina
sucially acceptable way when they have done all they can.

How do you know when a child has been‘inactive for as
long as he can manage it? You won't know what the child's
limits of concentration are the first day or even the first
week. First you must establish how long he can work
without leaving the situation or disrupting the activity.
After a certain amount of docking, you will begin to
anticipate the hyperactive child’s need for change. Just
betore you think he needs a break, it is a good idea to move
aver to him quictly and suggest that he run off some steam
in some way that is permissible. That way you are telling
him that you understand his problem. that there is an
aceeptable solution, and that you care about him and will
try to prevent his getting into trouble.

Hyperactive children can be encouraged to work longer
at quict activities. Once you have some idea of their
capacities. you can often help them to extend the time and
interest in a favorite toy or activity, by stepping in just
before the child would ordinarily make a transition to
doing something else and helping him stay with the original
item. How do you do this? One’s first impulse is to have the
child heep going as he is. But usually it works better to
change the activity just a little bit, by adding something
new to what he is already doing. For insfance it the child
were nmaking a collage you might help him continue his
project longer by stepping in just before he was about to
get up and leave, and offering him a bit of tin foil for his
picture. If he takes it and glues it. and you admire what he
has done, he has prohably stayed with his work a minute or

- two Jonger than he would have without your help. If you

consistently encourage his staying with something just one
or two minutes longer over three or four weeks, he may be
able to manage that extra time soon by himsclf. Another
wiy to keep a child going is by verbal interaction around
what he is doing. You might praise it, ask a question about
it. show it 10 another child or sing a song mentioning it. We
are talking about one or two inutes here. That may
scem like a lot ¢ work for th< teacher to do for very little
improvement. but those small bits of extra Ic.nming time
add up over the year. Usually it pays off,

When you first begin making these observations you may-*
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feel that the child gives no warnmg betore he leaves an
activity or disrupts. Actually for most hyperactve chldien
this is not so. it just scems that way . Usually there are signs
of impending movement. They are subtle, and vary from

" child to child, but the most trequently noticed ones are a

flectmg impish grin. a distant havy look, a slight crossing of
the eyes. or a glance to a distant part of the room. Onee
you have been able to pick up some of these warnings you
can move in and help the child make a transition before it is
too late. Onee you have discovered the warnmig signs don't
Keep the information to yourself. Share it with the child.
Often i this is repeated to him he will begin o understand
these inner physivlogical tensions which precede his dash.
ing off. Once he can grasp these feelings and 1ecognize them
as warnings, sometime he will bhe able to make an
appropriate transition to a more active kind of play himselt.

Although such observation and man.ngcmc‘is not casy
to do and certainly is time mnwmmg. i youase able to do
it at the beginning of the year, it will cut down sub-
stantfally on the amoum of policing you need to do.
Ilclpmg. the child vasnage his problem in the healthiest way
<he can is one of your gaals. 1t is time consunnng and takes a
certain amount of both dedication and consistency. 1t is
casier for some teachers than others, just because it fits in
with their natural styles of teaching. It helps if the teacher
has a fairly high activity level. Teachers who have an ability
to tolerate a fair amount of noise and motion often Tind
that hyperactive children do well and cause little disruption
in their dlasses. Teachers whose chief interest is in outdoor
or active play. or teachers who find it possible 1o run a
program which allows for several choices ol activities. may
like having an overly active child in their classes. Other
teachers may find hyperactive children a difficult drain on
their cnergy supply. In order to avoid getting tired. and
hence cranky. classroom personnel need to work out
consistent ways of managing the child so that they can help
each other. As one hegins to get tired. anothes otie steps in
to take over. I one teacher begins to find hersell not vired
but angry at the child it is 4 good idea for someone to step
in as relief for a little while.

Praise has becn mentioned frequently throughout this -

section because it is one of the mos usetul tools in the
management of hyperactive childien. We"know that all
human beings like to he praised, but approval and praise
mean more to hyperactive children because usually they
don't feel as good about themselves as others. Why? Most
of these children have been constantly reprimanded for
their distuptive behavior. They begin to feel that there is
nothing that they do that is right. If you as a teacher can
begin to help them learndo conform to school expectations
in a snall way. and allow for the times when they cannot

!
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hehave like others. and give them chanees to run off steam
in acceptable ways, eventually they will feel better about
themiselves.

When vou p'tuisc a child give simall amounts frequently.
Be sure to let the child know that he has done something
well, or managed his behavior well at the time he is doing .
Fhat way he will know exactly what it is he has done right.
Vast amounts of enzpty praise do very little.

Almost everyone who has taught hyperactive children
has found it discouraging in the beginning, then a challenge,
and tinally very rewarding. Hyperactive children do benefit
cnormously  from inclusion in a good nursery  school
program. It is pussible with good munag.cmqm o seQ 2
significant improvement in their hghatdor, ’

i

e

D. THE WITHDRAWN CHILD

Jimmy never seemed to have much fun. You could see it
from the look on his face, a little sad, but most of the tim
just blank. He didn't want to join the other children, and
even when little Karen pave him some of her toy cars one
day, he took them, but then wouldn’t play with the cars
with her. In fact. Jimmy didn't play much at all. Mostly he
would stand around watching the others. If he did try the
crayons. he gave up quickly. He rarely spoke. and for a long
time the teacher wasn't sure that he could speak. Finally,
he began to whisper, “Teacher.” once in a while when he
needed help to go to the bathioom. Al in all, Jimmy was s
loner. not in the independent. active sort of way. hut
isolated and lonely.

The trouble with the withdrawn child is that he is no
trouble at all 10 anyone but himself. In a class that is
likely to have its share of noisy, running, grabbing or
pushing youngsters, the teacher may at first sce the
withdrawn child only as a child who doesn’t get into
scrapes. or add to the demands the group makes on her. On
coser or longer observation, however, she may begin to
notice other things.

Sometimes children like Jimmy find special ways to
make themselves feel hetter, less lonely. less hightened. In
these special ways, they try to give themselves  the

comforting feclings that most children get from being with
others. So. sometimes you may see such a child spending
long periods curled up in the rocking hoat, or repeating
over and over some simple activity, like building a tower
and knocking it down, or continually handling himself.
Perhaps he has the habit of putting things like plav dough,
paste. or paper into his mouth to suck or chew. Sometimes
the child will slip a speciad toy into his pocket. not exactly
o take home, but 1o nake sure it's his. All of these
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behaviors have nearly the same meaning: it is the child's
way ot trying to comtort himselt. w0 make himselt tecl
goud, because he has such a very hard time being friendly
and outgoing with others.

Another Kind of behavior scen m some withdrawn
children looks less selt-comforting and more selt-hurting,
Scratching. kin picking or lip biting may persist 1o the
puint of causing sores. The child may pull out his own hair
until a hald patchr develops. Such selt-harming repetitive
habits are signs of nwrg seripus ditficulty, They show the

teacher that the Nl is particularly tense and badly in need
y Apressions of warmth and protection from others.

WRx shoujgd a child behave this way? Usally he is
feeling lonely"and trightened  not of something specitic,
but of what it means to be with other children. Some
youngsters have not yet learned by the time they enter
preschool how to feel relaxed and comfortable with other
children. They do not really trust others. and because they
can’'t nuake friends. they end up always tecling like a
stranger or outsider. Sometimes these feelings amount o
extreme shyness and the child will overcome them more or
less naturally during the vear's progress. But other times
“these feclings of fright run much deeper; the child may
appear wrapped up in his own little world. may learn only
rvery slowly to approach perhaps a single person in the room
who seems especially warm e kind. (See section F of this
chapter.) '

What can the teacher do? First. she can realize that
althiough a _hild like Jimmy is not a “troublemaker.” he
needs her attention every bit as much as the,one who stands
on the table and scicams for her. Because withdrawn
children do not make frequent demands, the teacher must
remember to give on her own, She may make a point of

BEST COPY AVAILABLE

smiling and talking gently even though the child shies away,
She can offer herselt as the link to help the child join others
in the group. By joining him herselt, by giving him materials
o work with or by starting him on some activity with
another  youngster. she may be able o case him into
contact with other. children. I he has been rocking in the
boat all morning, she can suggest to another child w join
him. Il he is quictly cating paper. she can otter him a
‘cracker. In these ways the teacher can try to show him that
people can and will provide the caring and companionship
that he is tailing te get on his own. .

A word of caution is in order here. It sometimes happens
that as the withdrawn child improves and begins w0 play
with others, he does it in a sort of backwards way. le nay
start copying the toughest boy in the class, or on his own
he may start knocking things down or throwing things. It’s
like saying, “If you really like me, you'll play with me
anyway.” For a ¢hild who previously has been doing next
te nothing in the classroom, this roughness is really an
improvement. This is not to say that the child should be
indulged, but the teacher should realize that he is at last
trying to hold his own, This kind of voungster sometimes
gets it into his head that knocking i sther child's block
tower down is a perfectly fine way of inviting himself to
play. So the teacher has to show the child how to be
friendly. as by saying, *1 bet if you showed Tommy your
tay truck, he would help build a garage for it."

In some cases. a teacher’s hest efforts over many months
nay not break the pattern of  withdrawal and  self-
stimulation. Then it is time for the teacher or neighborhood
worker to make inquiries, o find out about the child's
behavior at home, and possibly 10 seek outside help. But
despite the possibility that outside assistance may be




needed. the teacher’s careful observations will contribute
much to the planning tor the chald like Simmy.

" E. SEPARATION AND THE
DEPENDENT-FEARFUL CHILD

For many children, coming o school is their first
experience away from parents for any length of time. But
whether or not they've had a chance to learn that
separations are normally followed by reunions, children of
three to four years gencrally are still concérned about
separation to somie degree. They are not quite sure why
adults leave or are absent, or what will happen to
them the children  in the meantime. or when the adults
are coming back. These concerns affect many aspects ol
school adjustment.

First. naturally the entry into schoe .} is involved. Caretul
planning can soften the shock of sep: rating from home and

mother. Meeting with child and mother in advance, the -

teacher can assist in trying to make the first days casier,
Hearing what school is like, visiting the class. knowing
where mother will be during school time, knowing how he
gets home at the end of the school day  all this informa-
tion will help to answer most children's questions about
going off on' their own. Some children need more than this
kind of basic preparation. A child nay still be tearful or
insist loudly on mother's staying. Or perhaps, the child lets
mother go, easily. only to become upset later on in the
morning. Some children don’t scream or cry, but just scem
very hesitant or uncasy about joining activities. Any of
these reactions inay call for further attention to separation
concerns in the classroom. The teacher can of course begin
by trying to comfort and rcassure the child that mother will
return at the end of the morning. Pretending to call home
on a ply telephone can help, as may indeed. a real
telephone call home if the mother is known to be there.
Playing hide and seek games, where hidden things are found
after all, may also be reassuring to a concerned child.

Even after the children have mastered their concerns
about the initial scparation from home, certain other
situaticns may bring out similar feelings of discomfort and
uncertainty. Teacher’s ahsence from the room often does
this. The wild classroom behavior may burst out in front of
an assistant or substitute. or the teacher may return from
her absence to a chaotic cassroom. This is often the
children’s way of cxpressing their conceins about the
teacher's absence. It helps it the children are told in simple
Ianguagc.’ where the teacher is  “has a cold.” “had to go
visit her family,” “is jyst out of the room to talk to Mrs,
Smith.” These brief, explanations are understandable and
consequently reduce the children’s fears. Similarly. children
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will want to know why one of their classmates has been
absent.

Other situations that may need the same kind of
discussion and explanation include: before and after vaca-
tions and the end of the school year. In all of these
situations, it is a good idea to tell the children whenever
pussible about what is going to happen.and where people
will be going. The idea is to give realistic information to
oftset any frightening imaginings. .

Events of these kinds typically affect most children. But
the teacher may become aware of how strongly a particulac
child is affected. Diane had difficulty optering the room
morning after moraing. She came in clutching her mother's
hand; ler eyes were often full of tears. When the teacher
greeted her, she buried her face in her mother’s skirt. It was
only after the teacher had chatted for several minutes in a
friendly way and had offered her hand to hold that Diane
allowed her mother to head for the door.

Once in the classroom, this kind of child may do a good
deal of whining. The whining is saying. more or less: She
needs teacher's help. Since she is agood girl. why can't she
have what she wants? Will teacher sit next to her and draw
with her? Will teacher scold Teddy for messing up her
painting? Whatever it is. she needs téacher's help in doing it
Further. there may be all kinds of situations which make
the youngster fearful and clinging: meeting a dog on the way
to the playground, going on a special trip, trying out a new.
game. Any even slightly unfamiliar situations may make the
child as anxious as she was when she first came into the
room.

Another way of saying the same thing, for this child, is
by vague physical complaints, *“I don't feel well™ or *I'm
tired” or “Something hurts”™ (usually tummy). While it is
pussible that something really is wrong, the teacher, after
many checks and inquiries. may comé to feel that the
problem isn’t physical at all the child just docsn’t feel
very well about heing in school. She may. even say she
wants to go home,

The teacher’s role with a child like Dianc is. yes. to be
warmly * accepting of the child’s needs, but not too
accepting of her complaints or clinging behavior, This is
tricky because you doret want the child to feel rejected or
scolded. You do want her to fearn that adults believe she
can do a lot on her own, that she can try out new things,
stand up for her own rights with other children. even
occasionally act a little like the “naughty” kids she
complains ahout. When Dianc is playing with other child-
ren, she can he encouraged. instead of “telling™ teacher.to °
talk dircctly to the other children. She can be helped to
find ways of disagrecing, cven of being angry. “vithout
having to call on teacher all the time. She can be given the



cuddle or. hu;. she wants, but then.encouraged to return to
the froup. The teacher may find that the child's mothes
needs to hear these things as well as the child herself.
Mother may need some encouragement to let the child go
into the classroom without the endless goodby. 10 conme
home looking less than perfectly neat, to go with the thers
oh the special trip.

The teachers continuing message to Diane might bhe
something like. *You can do it, your're a big girl pow."
Very often, the child is getting exactly the opposite
message at home. Maybe a new baby has arrived and the
older child has concluded that it's really best for her to act
like a baby ton. Maybe the mother just has a hard time
letting her child take the grown-up step of going off to
school. Maybe the family have special worries about the

possibilities of certain bad things happening or of people.

fecling upset or angry. Perhaps some extreme difficulty has
in fact occurred in the past, like an illness or an accident,
that has made the entire family feartul of what could
happen next. A family atmosphere of worry or fear can
make the child feel that something really terrible is going to
happen. cither to herself or hier family, if they're not all
together every sccond. Whatever the case. bisth the child
and the family may do well to hear the teacher’s ~0.K." for
Diane to act and be treated like the_big girl she really is.

Sometimes much more encouragement towards inde-
pendence is needed. Diane may be so insistent on staying
home, for example, that hier motherthecomes reluctant to
send her to school at all. Here it is important to try to
unerstand the child’s feelings. I a new haby has just come
home from the hospital or if an accident has just happened.,
it may he wisc to support a brief (day or two) absence for
the child. But. most of the time, with no particular reason
evident, the teacher will want to do all she can to support
the mother in getting the child to schiool. Perhaps mother
hessell’ can come in for a while and stay in the classroom
with the child. Eventually, the child may gain enough
confidence to stay on alone. especially it she has a clear
picture of mother’s activities during the school morning. If
long-term absences continue, the teaclier should not simply
forget about the child or assume that there is nothing she
van do. At this point. consultation and planning with social
service stalf and cominunity experts may help to assess the
family’s needs and reveal how Head Start can be fitted into
the picture.

F. THE CHILD WHOSE SENSE OF REALITY
IS SERIOUSLY IMPAIRED

There are a few children whose behavior is so strange

\ and unusual that their severe emotional dJisturbance is

vbvious to cveryone, One of the particularly  striking. ¢
characteristics of these children s their inability to relate
well to people. Such.a severcly disturbed child is likely to
react o people as it they were inanimate objects, bumping
into them. needlessly pushing Sthers aside, etc. In gencral,
the behavior of these children is poorly suited to the
circumstances. On the other hand. when a young child only
accasionally shows such beliaviar following on a parficu-
larly frightening experience he is usually not thought of as
heing as severcly disturbed as those for whom it is 3 usual
pattern. Yet cven occasional behavior of this sort is likely
to mean that the child is in trouble. When a child
frequently reacts to even maoderate stress in these ways, it is
clear that he is emotionally very ill™Sych childeen need the
help of a child guidance clinic. If these children are to

"profit from the Head Start experience. the teacher will need

to work closely with the clinic, trying out various manage-
ment technigues under their ‘guidance. Some examples of
the types of behaviors coonmon to children who tall imo
this category are given below.

Many of these children alternate periods of underactivity
with periods of overactivity, During periods of  under.
activity such children may sit for a while, wmpletely
occupied with a piece of strifg. a crayon of a toy. If
someone interrupts this activity. the child may cither show
no emotion or become excessively angry. During periods of
overactivity these children are likely . to wander about
vagucly, pace. jump up and down seemingly lost in fantasy’,
rock back and forth, Facial grimacing and bizarre, rhythmic
hand movements are common.

Danny is an example of a child whose sense of reality
hecame temporarily disturbed following some very frighten-
ing expericnces around death. When Danny's dog died, he
came to school with an-angry vacant look on his face.
During the morning he didn’t pay much attention to what
other children were doing. Finally he ran out of the

~¢lassroom and began to bark and to crawl on all fours

through the corridors. When adults with whom he was
usually friendly tried to talk to him, he didn’t seem to
recognize them. When they tried to take hold of him h

at them. Only atter a long period of being held did he
return to his usual self. He wanted then to control adults
and order them to get hun things. But he knew who he was
and who they were. Two days followed in which Danny
was irritable and controlling and. for’ different periods of
time, was out of contact with those around him hefore this
severc difficulty subsided. Shortly before this Danny had
had some very frightening experiences. His beloved grand.
father had died. and his father had been very seriously ill.
Danny had been scared that he himself might also die.
When the dog he loved died. Danny acted as if his worst
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fear Wad come true. that he was like the déad dog. His

teacher necded another person to be with Danny for most .

of three days. If someonc clse had not been able to help
out. the teacher would have had to call his mother and send
him home. She didn’t want to do this because his mother
was not well and was hersell depressed. With assistance the
teacher was able to help Danny to weather the storm in
school. Fortunately. both Dagny and his n’uthcr were being
seen 2t a clinic for help with Danny’s fears. Collaboration
between the teacher and the clinic enabled Danny to give
up being so atraid. .

Unlike Danny. Meg's sense of reality is very often
impaired. Her typical way of relating to dther children is
cither to ignore them or to bite and spit. As she walks
around the room, she otten acts as it she does not even sce
anyone. She bumps into others, breaking down their block
structures, stepping on their paintings. ete., not because she
is necessarily angry with them but as if’ they are not there.
At other times she stainds and rocks trom one foot to the
other scemingly fost in a world of her own. The rocking
sometimes is accompanied - by animallike growling or
grunting sounds. When someone approaches her, she either
doesn't respond at all, or she runs away.

When Meg first came into Head Start the neighborhood
worker reported that the child had been badly neglected in
her own home and other living arrangements were bheing
wade. One way in which Meg reacted to the neglect was to

* ignore other people. In the course of the school year,
however, with the tcacher’s help. she did make some
progress. One of the most useful things the teacher did for
Meg was to hold her finmly when she began cither to bite or
spit. This was uscful in part because it prevented other
children trom regarding Meg as an enemy.

Some children like Meg often spend a lot of time making
peculiar movements of the face, especially of the mouth.
Sometimes they do this in front of a mirror, trying out a
number of different grimaces. Such bhehavior can bhe very
frightening to the other children and should not be
disregarded by the teacher.

If the teacher can encourage others to play with such a
child -and to share their activities and play materials, this
can be very helptul, .but usually the teacher will need to
stay close by and direct the sharing. In one instance, the
tcacher was able to get a grimacing child accepted by others
for a short time. at least, by suggesting to two little girls
who were playing house that Sarah could te a very good
cuok. Since even temporary acceptance is very reassuring to
Sarah the teacher would do well to louk for further
opportunitics to help Sarah feel usetul and wanted.

The autistic child also falls into this gencral category.
These children often scem even more out of touch with
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reality. even more withdrawn and unable to communicate
with other people than the Danny’s and- the Megs. They
therefore present a very special problem in the classroom.
They tend neither to relate to people nor to react to play
material. Their general lack of responsiveness 10 external
stimulation sometimes raises questions as to whether vision
and hearing are scriously impaired. But usually this is not
the case. These children may have multiple psoblens
contributing 16 their severe isolation. Such children nuy be
retarded (they certainly are retarded in language develop-
ment). some may have suffered from severe emotional
deprivation: and svme may have some neurological impair-
ment. It is important to remembBer that all cliildren who do
not speak are not so severely disturbed. Some are just afraid
to tatk. Such a child is readily seén to be diffcrent from the
severely impaired child by his ability to use play material
and to relate through it to other children.

Somctimes when an autistic child is in a group he will
occupy himself with one simple ctivity. repeating it over
and over again, like spinning a cuver, watching sand drip’
through his fingers, or whirling his own body. Sometimes
he is afraid of neise and is very segsitive to the normal nuise
level of the class. When the najgl gets too much for him he
may cry or scream and hold his hands over his ears.

A general characteristic of the “autistic child is his
tendency not to ook at other people’s faces. If*he does
make eye contact. he usually does not sustain it.
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Sometimes such children have echiolalic specch; that js,
they will repeat exactly what the mother or teacher may
say to them but-not he able to answer, They usually have
not leariied the pronoun 1™ and in the small amount of
talking they do. do nut seem to bhe able to tell the
difference between themselves and someone else. Soge.

.. times they indicate by their actions that they understand

much more than they cmnmunu.nc m speech. At other
times they seem blank, unaware of what is beimg said to
them. | S
The teacher can only tend to the needs of the autistiv
child if she has enough adult assistance. He may need his
mother in the classroom with him at the beginning and will

. probably necd ,an adult who can spend time with him

individually through the year. A shortened school day at
least for the first part of the year will probably be
necessary. and getting comfortable being near other chil-
dren, and sometimes engaging in games like “Ring around
the Rosy" with the teacher hclpmg. him, may he 3
geasonable goal, .

In sv far as she is able, the teacher can encourage the
autistic child to speak by naming the things she gives him to
play with and things she gives him to cat. but she should
know that speech from him to her will be slow in coming.
Her pleasure at any of his attempts will be his best help.

Since all of the children we have, described in this section
typicat v a%ed a great deal of one-to-one attention from the
Head Start teacher. it is important to limit sharply the

number of such children admitted to any one classroom.

Yet, if there are enough teacher aides available and if most
of the other members of the ¢lass do not also have severe
problems. it may be highly desirable to bring the severely
disturbed child into the Head Start program. Such childrén
can sometimes profit from the opportunity to learn that it
is safe to relate to other children and adults.

G. THE NEGLECTED CHILD

The term neglected child refers to the child whose
physical needs have been grossly ignored by his adult
carctakers. Characteristically, these children are serinusly
undernourished and little or no attention has been paid o0
their day-todday needs. Minor, and often even major,
illnesses have been allowed to go untreated. Lucy. for
example. suffers from frequent colds. But despite a runny
nose, teary cyes, a hacking cough and a generally feverish
appearance. she 15 sent to school. Lucy is clearly under-
nourished and at snack time is likely to try to cram an
entire platter ot crackers into her mouth at once. The
clothing of a neglected child like Lucy is usuzily itl-fitting,
dirty and torn. The smell of urine is strong when she arrives

in the morning. Her hair is uncombed and’ dirty. It cut
short. the hair keoks chopped off, If left long, it is a atted,
stringy mess. Rashes. obvieusly itchy. cover the face, anms,

» and legs. and Lucy's constant scratching increases the
7 likelihoud of . fyrther infectjons. Lucy’s plight is very

Serious. Neither the ncighborhood worker nor the teacher
hag heen able to interest the mother in Lucy's general
situation, though together they did succeed in arousing. -
some concern dbout one of* the chllds illnesses, discased
tonsils.

In Lucy’s case, the mother’s ncglcu scems to pe based
on' rejection, in part unconscious. in part conscious. She did
not want. Lucy in the first*place and has never heen able to
gxpress any warmth toward the child. In this attitude she
differs” from Daniel's mother although the latter alsn
neglects her child. Daniel’s mother does not actively dislike
Daniel. it is just that she cannot be bothered with the care
of any child. Having never really grown up, she yearns to be
taken care of by others, tather than to be a caretaker
1o 2l On the other hand. the basis for the neglect in
Emily's case is of a still different order, Emily’s mother has

i long history of severe depression and is unable to mobilize

her energies sufficiently to meet cven thé simplest needs of
the family. To get the children dressed and fed in the
morning is heyond her. They must fend for themsglves. All
these mothers negd professional help. So do the children.
As in the case of the physically abused child, the
neglected child may nced both medical attention and
temporary or even permanent foster care. How can this be
accomplished? Can the neighborhood worker or the teacher
or both together bring such a yjld to the attention of the
appropriate authorities if the pal€nts are unable to remedy
the situation by themselves? Most states now have laws

which protect the reporting person from legal action for -

slandet or libel. All states protect reporting doctors; others

extend the protection to school officials and social workers,

though not necessarily to individual teachers.

H. THE BATTERED CHILD .

The term hattered child refers o the child who has
suffered scvere physical abuse. The term is well chosen
since the injurics to the child typically are quite evident.
The injuries seen most frequently are painful burns in arcas
where one world not expect the child to burn himself,
broken bones and multiple bruises. In some dases, the
injurics are accidental. but in others an angry parent or

parent-substitute has inflicted some physical punishment
when the' child's behavior at heme became extremely

annoymg. Excessive crying or excessive stubbornness can,
of course, be very irritating to an adult, especially if the
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adutt has been il or is in geoeral having a hard tine meeting

the needs of the family. In sach circumstances most adults -

will resort to sone torm of pmishment. But only in rare
cases does the punishment become violent enough to
constitute battering.

In cases of ientional hattering evidence of pievious
assquits on the child can usually he found. Anne. fin
exanple, camie to school one day with multiple bruises on
her face and arms. On examining the child, the teacher
vhserved a number of patches of scar tissue left over from
previous burns. Afine’s general condition had beeg notice-
ably poor for weeks. sugwsnu 2 that she was not heing well
carced foc  Unlike Tom. who-came into the classroom
boasting ot how he had broken his arm over the weekend.

Anne hangs hack when questioned about her bruises. She is
. joyless child. Avne’s situation is serious. Her first need is
foF medical attention. But she also needs to be protected
against further assaults. I Anne has not already received -
medical attention. 1t is appropriate for the “teacher o
communicate with the wotier and urge her to take the
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child to a doctor. If the mother is unabd or unwiling to
seek medical help for the child, or if th.
conginued battering, the teacher should report the situation
to the appropriate Head Start administrative officer.

Laws have now been passéd in all states making it man-
datory for doctors to report battered child cases to an
appropriate agency. the pohce.. the Society for the Preven.
tion of Cruelty to Children or the Repartment of Public
Welfare. Many states require other persons in authority to
make similargeports.

I-ulluw-up.hy a member of thc clinical team is advisable
in these cases. Where only one child in the family is the
ubjcct of’ parental assault, it is important to study hoth the'
child’s behayjor in the home and the parent’s. Is there
something about® this child which the parent cannot
tolerate? What are the chances' that the parent will be able
to stop assaulting the child? Should foster placement, be
recommended? These are questions to be pursued by the
clinical team rather than by the teacher.

. .
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VI. Medi

Handicaps and Health Impairments

What follows in this section is medical information
about situne of the physical handicaps you may encounter,
accompanied by suggestions about how to manage medical
aspects of the handicap in the classroom. This section docs
not include all ot the handicapping conditions you may
encounter; it is intended to include representative ex-
amples. You will find suggestions about classroom manage-
ment of’ educational and psychological aspects of physical
handicaps in Chapters 11 IV.and V.

Some medical conditions such as asthina are not strictly
speakihg handicapping conditions covered by the law.
However, children with ¢/ronic asthima may present prob-
lenis in the classroom ambanay thus require special services:
therefore information about these and otkier iricalth impair-

ing conditions is included. The inclusion of a condition in

this manual does not necessarily mean that it is to be
éounted in compliance with the 109 hyndicapped require-
ment, Nor does the absence ol a condition from this

manual signify that it is not a valid handicap. Decisions

about whether an individual child is handicapped under the
Congressional mandate are :to be made by professionals
lglng OCD guidelines.

You will, of course. not encounter in your classroom
most of the handicapping conditions described in this
section, some of which, like hemphilia. arc relatively rare.
If you do have a child with a physical handicap in your
class, reading that scction will provide you with useful
information.

It is important to remember that not all medical
problems are equally handicappiog for the child. Some, like
asthma, may involve vccasions,when breathing is difficult;
yet for long periods between attacks the child may be
perfectly normal. Other problems. such as heart discase and
deatness. affect the child's condition at all times. The same
problem can also vary in severity from child to child. One
child with cgrebral palsy may be restricted 1o a wheel chair:
© another may walk and grasp c.lumslly but sequire no special
cqulpmcm at all.

Children With Multiple Handicaps .

* Some children may have more than one handicap. A
child with cerebral palsy may have a severe vision problem
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or may be slow in mental development. A mentally
retarded child may also oc overaggressive in the classioomn
or quite passive and lacking in initiative. Children who are
subject to seizures or who have chronic asthma may.
understandably. be frightened of separating (rom their
mothers and remaining in the classroom. It ds a good idea to
keep in mind generally that childien with physical handi-
caps may develop emotional reactions to their handicap:
sone may be frightened at separating from their home and
parents, somne may feel ashamed of their ditferences from
other children, some may feel more helpless and impaired *
than they actually are. while others may not recognize the
limitations their handicap imposgs. and nuy get themselves
into dangerous situations. It you have a child with multiple
handicaps. you will need 10 refer to more than one section
of the manual. In that case. the table of contents and the
index should assist you. A preliminary teading of the entire
manual will also help you to locate information you might
require at a later date,

The books and pamphlets hslcd in Appendnx 2 offer
more detailed information. Additional, often essential,
information can be obtained from the referring soufee.
Parents too ate a most important source of valuable
information about an individual child. They can and will
tell you what you nced to know about any special
cquipment such as braces and hearing aids. and can also
alert you to any potential crises that may arise and tell you
how to deal with them. For example they can tell you what
to do it a child gets an asthiatic attack in the classroom,

A. CHRONIC ASTHMA

Most of us are related to, or acquamted with, or have
heard of. someone who is known to have asthma. In a
general way we may have some idea of what an asthma
attack is like, but this vague knowledge is poor preparation
for the actual experience of seeing a small chid in the
throes of a severe onslaught. The thild may have to sti.2gle
and gasp for cvery breath, may exhibit fear to the point of
panic and may give the appearance of a person about to
drown or smother. Since asthma is widespread at every age
level, an asthmatic child is likely to appear on the roll of

i
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any Head Start classroom, and teachers should be aware of
some basic tacts about the condition and the problems that
may be encountered.

Asthma, like many other medical conditions. vaties in
severity from child to child. Chronie asthma. with its
frequent and severe attacks, alters the child’s ability to
pactivipate in the program. Claldren with chrome astinea
“are more likely to develop iespitatory infections and be

- absent from schbol more often than other children. The
staff may require instruction from a physician or parent on
the procedure to follow if a child has an asthmatic attack.
© Asthma is an alletgic condition of the lungs. Some
authorities contend that asthma has a genetic or psychologi-
cal component (or both). bat such explanations are in
dispute. The characteristic symptoms show themselves in
recurrent attacks of labored breathing. accompanied by
wheezing and coughing. The symptoms result from block-
Sage of the small branching air tubes (bronchioles) in the
lungs. This blochage impedes the air flow. kxcess produc-
tion of mucus is ap accompanying symptom. Since reduc-
tion-of the air flow in an attack interferes with the normal
cleaning mechanisms of the lungs, wltiplication of bacteria
is favored. and infection becomes a common complication.
When the infection »uccur.s".‘ in the air passages. we call it
bronchitis or bronchiolitis. If the icroscopic air sacs
(alveoli) at the ends of the ‘bmnchiules are infected. the
resulting discase is pneumonia. :

The first step in treating asthmirgo prevent the attacks’is
to discover what substances (allergens) the child is allergic

_ to. The ijavestigation 1s canied on systematically by
clmlina!ing one suspect suhst.mu after .mntlu.r thn the
remove all the ullcndmg._ suhst.nucs from his cnviron-
ment  whether house dust. pets. upholstery stuffing of
animal hair or 1y % or certain foods. The list can be
long. and the rpstrictions may complicate the child's
entrance into a Jdffferent enviconment. as in the Head Start
classroont. Thesd are manters that must be discussed. of
course, with the ghild's parents and their doctor.

If the asthnfitic child has been under the care of a
physn.i.m he 1gay be receiving medication regularly or
\there may be afprescribed procedwe to follow in the case
of an attack. @ne medicine often is given to block the

~effects of an inhaled allergen on the air passageways. Other
medications relieve muscle spasms in the air tubes. and
cough medicines help to loosen excess mucus. There aly:
are injections to desensitize the asthmatic. Here again
consultation with the parents.and doctor is in order so thot
the teacher can know what to do in the case of an attack.
Many parents of asthmatic children have had to learn a
great ‘deal about the condition and cun give reliable
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information on how to deal “vith an attack. A plan for such
a contingency should be worked out at the time an

_ asthmatic child is enrolled in Head Start.

In gencral, asthmatic children should be encouraged to
join in the nonmal play of the class. indoors or on the
playground. Though they nay tire casily. there is no
tedical reasom to testrict their activity.

B. BLEEDING DISORDERS

As medical problems go, bleeding disurders are not very
coinmon. but now and then a child with one of the three
major types can be cxpcued to appear in a Iluad Start
classroom.

Prolonged. excessive or unexpected bleeding out of
proportion to the seeming severity of an injury is the
characteristic common to these disorders. After a minor fall
a joint swells with blood. Brushing the teeth causes the
gums to bleed. The socket of a pulled tooth oozes blood
hours later. Large bruises discolor the skin after even a mild
jump. The three major groups of blood disorders are:

1. The hemophilias, which are abnormality of the
amounts or kinds of blood proteins responsible for
bload clotting.

. A reduction in the number of blood cells (platelets)
which help to stop bleeding when a blood vessel is
injured.

3. von Willebrand's Disease. which involves abnormali-

« ties of hoth platelets and clotting proteins.

o

The hemophilias are the bleeding disorders most likely
to he seen by a Head Start teacher. In some types of
hemophilia the mother passes the disorder to her male
offspring only. The world knows this hemophilia as the
royal disease. transmitted by Queen Victoria of England to
a number of the crown heads of Europe before World War
1. There are also other hemophilias. however, that develop
spontancously.

Platelets. the blood cells whn.h help to stop biceding,
may be reduced in number because of a reaction to a
medicine or because of an infection. More often, the cause
of reduced platelets is unknown, and the resulting illness is
called “idiopathic thrombocytopenic purpura.” This is the
medical term for a condition of unknown origin character-
ized by casy bruising due to a deficiency of platelets.

In recent years there has been major progress in the
trcatment of all the bleeding disorders with transfusions,
injection of proteins, use of cortisone and other methods.,
and there is no longer need for the excessive precautions
once taken with affected childien. Overprotection may
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spare a child some bleeding episodes and a few trips to the
doctor, but the psychological price paid may outweigh the
benefits. The Head Start teacher whao has a child with
hemdphilia in her classroom should not be atraid that he is
in danger of bleeding to death at the slightest injury.

The principles of first aid tor a bleeder are simple. Treat

sany cut or shin scrape as you would tor a sormal chuld. The
best way to stop bleeding is to apply pressute directly on
the wound with a dean gause or other dressing. Call the
doctor only it you cannot stop the bleeding in what seems
to be a reasonable length of time.

I a child vith hemophilia injures a joint, an ankle,
clbow or knee, put him i a position ot 1est. Wrap the joint
to immobilize it. The clbow can be immobilized in a sling.
Fill a plastic bag with ice cubes, wrap it in a towel and
apply it to the injured joint, Then call the child's parents or
physician. .

One word ot caution should be emphasized. The one
location where bleeding can be immediately dangeroius is in
the neck or throat. A large collection of blood theie can
obstruct the airway. In this tortunately rare event the child
will complain ot pam or swelling and show obvious signs of
difficulty in breathing. This is an cmergency. and a docter
should see the child at once.

After a child with hemophilia has had medical treatment
for an injured joint he may be on crutches or have an ann
in a sling for a few days. At these times he will need your
support and often your reminders that he should not try to
run withdut his crutches.

Certain common drugs such as aspirin, phenergan (an
anti-histamines which is widely used in cough medicines),
glyceryl gual.colate (a common expectorant in cough meds-
cines) and tranguilizers can aggravate bleeding tendencies.
Accordingly, it is unwise to give a child with a bleeding
disorder any medication without a prescription from the
physician, In general, it is unwise for any medicine. even an

aspirin, to be admmstered to any child except by knowl-

cdgeable personnel. Medicine should nerer be administered
to a child with a specific medical condition without a
written order from a physician. .

The development of personality can take several courses
in a hemophiliac child. Some may be able to accept the tact
of the disease and cope with the limitations. Others may
become so featul of injury that they sink into a passive
existence. Sull others may turn into hemophilise dae-
devils. seening to go out of their way to expose themselves
to danger. Whatever course the personality is taking. a
pattern will alrcady be apparent by the time the child
.reaches school The teacher will not find it casy to keep the
child on a mid-course between overprotection and perniis.
siveness, but she will profit hom consultation with the
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parents. As in the case of other kinds of handicaps, the
teacher will find out that the parents have had to acquire
sound ideas abbut the child's condition and the require.
ments for safety. ' :

C. CEREBRAL PALSY

Cerebral palsy is a disorder of movement (imuscle action)
or posture caused by a nonworsening disorder of the brain,
The disorder of musdle action is a permanent disability but
can change over time in quality and intensity. While
intelligence may be affected in cercbral palsy, often it is”
normal. Until a thorough assessment has been made. the
Head Start teacher should never assume that the ‘4ntel-
ligence of a child with cerebral palsy in her classroom is
defective or that she will have 10 cope with learning
problems,

There are many known causes of the kind of brain
damage that leads to cerebral palsy: excessive jaundice in
the newborn,.deprivation of oxygen at birth, head injury,
infections of the brain and spinal cord and lead poisoning
arc among them. The brain damage cannot be corrected,
but this is not to say that improvement in the spastic’s
performance is impossible.

Cerebral palsy ranges in severity from barely noticeable
clumsiness (ataxia) to the obvious crippling that requires
braces and wheel chair. At birth a haby with cerebral palsy
may have a weak or paralyzed arm or leg. Later on the
muscles of the affected limb may become tense (spastic),
bending the aim at the elbow or pulling the thigh up toward
the abdomen with the lower leg flexed and the fout
extended downward. Some children with cerebral palsy
have movements they cannot control (athetosis). Grimacing
and a peculiar posture arc frequently seen. The muscles
used in talking may be impaired. resulting in indistinct,
halting speech.

A physical complication of constant muscle spasm is
shortening (contracture) of the tendons which are the
sinewy bands attaching muscles to bones near a joint, For
example, the heel cord (Adchilles’ Tendon) may be short.
ened, because of constant spasm of the calf’ muscles and -
downward positioning of the foot, The foot may then not
he able to move into any other position. Contractures of
tendons seriously interfere with function, Even with braces,
a child with a foot locked in a downward position will not
be able to walk.

Minimizing contractures is a major objective of medical
treatment, This goal is accomplished by moving the joints
through a full range of their motion, thus stretching the
tendons and keeping them supple. These excicises are
taught by a physical therapist to the parent who carries
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them out each day. Other exercises which actively involve
the child are designed o stiengthen weahened muscles.
Surgery may be needed to lengthen contracted tendons and
to shift spastic muscles to new locations. Braces are used to
add nceded support to weakened legs and thereby permit
walking.

The Head Start teacher of a child with cerebral palsy will
neéd to know how to remove and put on braces and how to
adjust tHem. She can get this instruction from the child’s
parents. @nd she will also tind the father and mother a good
source dI information about the child’s abilities as well as
the child's problems. A physical therapist may instruct the
teacher in exercises that can be performed in the dassroom.
The effort required to help the child with severe cerebral
palsy use his body to its maximum effectiveness is often
rewarded by developmental ~rogress.

D. CLEFT PALATE

Childrer with clett lip (harelip) and clett palate will
arrive in Head Start after a long history of disability and
traumatic  experiences that will have  influenced  their
personalities in ditferent ways. Cleft lip is a trequent
general anomaly that develops in thé baby bhefore birth, It
can be a small indentation of the lip or it can be a more

v
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serious defect. with a fissure extending to the nostril, giving
to the face a characteristic appearance. A cleft palate can
also range from mild to severe and can occur with or
without «left lip. The infant with cleft lip alone usually
presents no feeding problems. Surgical repair can be done
carly in the child's lite, usually within the first two months.
The child with cleft palate, on the other hand, presents a
more complicated picture. During early infancy he can have
difticulty sucking, and may have to be fed with a dropper.
But very rapidly he masters the situation. At a remarkably
young age he insists on holding his bottle and doing his own
feedings. Usually. by eighteen months surgical repiir can be
carricd out, but very often several operations will be
necessary in order to obtain full correction. Imagine how
traumatic it might be tor a child this age to go through all
those procedures, This certainly makes an impact on future
behavior. Babies with cleft palates tend also to accumulate
fluid in the car and to develop repeated ear infections. Not
only is it a very painful experience, but it can also be the
cause of impaired hearing, an additional factor that
contributes to communication difficulties. Speech develop-
ment is usually delayed. A child with cleft palate will often
have articulation errors and a nasal quality to his voice -
which will make him very difficult to understand. One can
observe the hurt and the relative social isolation of a child




who talks hut is otten not understood and who not only
looks, but sounds ditterent trom other children.

. E. CYSTIC FIBROSIS

Although cystic fibrosis is one of the most common of

the serious chronic discases of childhood, for some un-
known reason -it occurs less frequently in Black ch:ldrcn
than in Caucasian children. Cystic fibrosis is o isorder
characterized by abnormal production of mucus in several
organs. The cause is. not known, but it is believed that
children born with the discase lack some key substance or
subistances essential to the normal functioning of a number
of organs.

The lining membranes of organs secrete mucus which in
cystic fibrosis is much thicker, more viscous than normal
mucus, almost like glue in fact. This abnormally thick
mucus clogs the bronchial passages, impeding breathing and
predisposing the child to pneumonia. It also blocks ducts
that deliver enzymes to the pancreas and thus interferes
with normal processes in the small intestine. The child has
difficulty digesting his food. Cystic fibrosis is not con.
tagious.

Cystic fibrosis affects the functioning of the lungs, sweat
glands and digestive system. Whereas normal mucus is a
lubricant in the lungs enabling a person to clear the lungs
by coughing up accumulations of mucus. the thick mucus
of cystic fibrosis clings and clogs, becoming a Iemlc
medium for the growth of hacteria.

The child with cystic fibrosis is likely to do a great deal
of coughing in the classroom. The teacher should make a
puint of accepting his cough in a matter-of-fact way, and
the other children will follow her lead. The teacher should
encourage him to take part in physical games since the
exertion will tend to make him bring up mucus. Participat-
ing in games will have a beneficial effect because often the
child with cystic fibrosis lacks the stamina to compete on
cqual terms. e needs the teacher’s encouragement and also
her watchful eye to see wher he is pushmg himself to the
point of exhaustion.

The involvement of the lungs in cystic fibrosis some-
times arouses fear of contagion. On the contrary. the ¢hild
with cystic fibrosis is not a spreader of contagion but an
casy victim. To him any pulmonary contagion is a very real
menace, and the appearance of flu in the school is a signal
to keep him at home. Nevertheless. the cystic fibrosis child
often has a better-than-average attendange record.

Obstruction of the pancreatic ducts in cystic fibrosis
leads to difficulty in the digestion of fats, carbohydrates
and proteins. since digestive juices secreted in the pancreas
do not reach the small intestine. As a result the child with
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cystic fibrosis may eat not just more but a grear deal more
than normal children. He may take capsules of pancreatic
enzymes o aid digestion. With or without these capsules
the child with cystic fibrosis may have ingreased bowel
movements. If the teacher is aware of this possibility she
can treat the occurrence as a matter of course and avoid
problems.

Excessive sweating is another characteristic of cystic
fibrosis. From infancy on, the skin of a child with this
disorder has a salty taste. To compensate for salt losses in
sweating. the child may layer his food with salt and in hot
weather may need to take salt tablets as a supple-
ment — but only on prescription from his doctor, of ceurse.

A child with cystic fibrosis needs acceptance by his
peers. Because his lack of stamina restricts his playground
activities. he sometimes feels left out. At home his_
condition has made him the object of special attention
since babyhood, and he may have difficulty adjusting to
group situations in which he must share the spotlight. The
teacher's assistance in making that adjustment easier is most
important.

F. DIABETES

Diabetes is a disease occurring at all ages which afTects
some 3 million people in the United States. Of these, about
4% have onset in childhood. Its exact cause and prevention
are not yet known. Many diabetic children have a family
history of diabetes. Sometimes diabetes in an older family
member develops atter the onset in the child. It is generally
thought that a hereditary contribution from both parents is
necessary to produce an affected child.

This is what happens in diabetes. Normally . sugar moves
smoothly from the blood into fat and muscle cells as
needed for energy and the level of sugar in the blood
remains fairly constant. As the cells need more sugar,
insulin. a hormone made in the pancreas, is relcased. Insulin
is nceded to help sugar pass from blood in ¢ells. As the
cells’ fuel needs are met, insulin output is reduced.

The problem in diabetes is a lack of adequate insulin to
permit passage ot sugar into hungry cells. If sugar cannot
get into the cells more is passed into the bloodstream in an
effort to overcome the blockage. The blood sugar level rises
and eventually the kidneys pass the excess sugar into the
urine. The sugar spilled in the urine draws along with it a
great deal of water, resulting in frequent urination and
excessive thirst. (One common symptom of diabetes is bed
wetting in an otherwise dry child.) The starvation of body
cells deprived of sugar stimulates the breakdown of hody
fat into building blocks known as fatty acids which. in the
absence of sugar, are used for energy. The mobilization of
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fat leads to weight loss and increased appetite, both
characteristic signs of diabetes. In the provess of using the
fatty acids. the blood becomes acid, leading to quickened
deep breathing. The fatty acids are pracessed into acetone
which appears in the urine along with the supar. Without
treatment, the course of childhood diabetes is progressively
downhill with weight loss, dehydration, coma. and death.

This group of symptoms and signs (syndrome) of

" untreated diabetes is known as diahctic keto-acidosis. It is

usually the presenting picture in new diabetics. Diabetics

- who are under treatment can experience the syndrome

when their diabetes is out of control. Most newly detected
children with diabetes are hospitalized for treatment of
their first episode of keto-acidosis.

Treatment of diabetes consists of increasing  blood
insulin by daily injections in order to help the sugar get into
cells, well balanced diet without concentrated sugars,
normyl amounts of exercise, and education of parents and
child about manageinent of the disorder. Pills to lower
blood sugar have no place in treating juvenile diabetics. The
family and the patient must become familiar with the
testing of urine for sugar and acetone. the administration of
insulin by hypodermic needle, and how to adjust insulin
dosage to keep the urine spillage of sugar and the blood
sugar level within acceptable ranges. They learn how
infection, exercise. and diet can change the insulin require-
ment. As the chilki grows older he must sssume increasing
responsibility for his own care. For some children. attend.
ance at a summer camp for diabetic children may aid in this
maturation. g

The diabetic child can do everything the normal child
does. There shonld be no restrictions of activity, With
regard to food, with the exception of swecets, the diabetic
child in most cases should be able to cat the same foods as
the other children. It is a good practice. however, to ask the
child's parent or physician what special features there may
be in the child’s dict.

Sometimes too much insulin can be administered and
results in the lowering of blood sugar below normal. also
called hypoglycemia. Hypoglycemia causes symptoms such
as fussiness, headache, hunger, drowsiness and inattention,
sweating, and coolness of the skin. Each child shows
symptoms characteristic for himself. Ask the parent to
describe her child's pattern so that you will know what to
look for. 3 a teacher notices these symptoms in a diabetic
child, the most immediate treatment is to give sugar-
containing foods like orange juice, or a piece of candy
tollowed by a glass of milk and several cookies or graham
ciackers. I after five minutes the child doesn’t improve.
contact the doctor or follow whatever plan has been made

_for such a situation. If the child is not awake. give nothing
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by mouth. lest he choke. Severe and prolonged depression
of the blood sugar causes unconsciousness and cor An
injection of glucagon. a hormone which raises blood sugar,
or a dose of sugar by veins will biing the blood sugar back
to noiral, : -

The hypoglycemia associated with administered insulin
is known as an insulis reaction or inswelin shock . 3 it ocours
frequently it may be necessary to adjust his insulin and/or
diet.

If a diabetic child develops an iliness, such as a cold.
treat him as you would any other child. The teacher may
want to leaen the easy steps for checkiry the urine for sugar
and acetone, as this may provide useful information for the
parent or physician.

With rare exceptions, once children develop diabetes
they have it permanently. The overall outlook for survival
and for a comtortable life is problematic. The first
generation of treated childhood Jiabetics is only now in the
adult age group. Many adults with childhood onset of
diabetes which has persisted for as long as 15 to 20 years
have developed complications which include kidney disease,
high blood pressure, arteriosclerosis, changes in the blood
vessels of the retina. and cataracts in the lepses of the eyes
(both cye complications interfering with vision).

G. EPILEPSY

An estimated 1,500,000 Americans have cpilepsy. While
this figure may not indicate a high probability of encoun-
tering a child with epilepsy in any given Head Start
classroom, it suggests at least 1hat the possibility does exist
and that Head Start staff should know how to deal with an
cpileptic seizure.

The first important fact to know about cpilepsy is that it
has nothing whatever to do with insanity. Most 2pileptics
are in other respects normal and healthy. of average or
better-than-average  intelligence.  Many great  musicians,
writers and thinkers have had epilepsy. but the handicap
did not prevent them from leading richly productive lives.
Persons with epilipsy differ from the rest of us mainly in
their tendency to have seizures. which range in severity
fsom momentary spells of clouded consciousness to the
startling convulsive episodes known as grand mal. It is grand
mal, in which the person falls unconscious, froths at the
mouth and may turn blve, that aroused superstitious dread
in ancient times and cver: today may frighten onlookers,
quite unnecessatily.

In most cases the cause of epilepsy is never known,
except in a general way. It is assumed usually that a brain
injury is to blame. Such an injury may occur in the womb
or at birth, it may come from a bad fall or severe blow or it
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ay be a result of certain infections discases, such as
meningitis, to mention one. hnany event, it is believed that
a scizure tollows when a group of the affected brain cells
for some unknown reason heconwes overactive. Only a
particular region of the brain may be involved, i the
overactivity may stant in one region and spread to others or
over the entite bram. The soventy ot the seizwre may
depend on the location «r on the extent of the egions
affected.

ht is oot likely that a Head Start teacher will be the one
to discover epilepsy in a child given (o grand mal scizures,
but it is conceivable that a teaclier might be the first to
notice somcthing amiss in a child whose epilepsy so far has
been manitested only in petit mal or psychometor seizure.
The former is a simple “absence™ withom any of the
trightening convulsions characteristic of grand mal. While
the person w petit mal seirnre does lose consciousness for a
few seconds, hie does not fall to the ground or thresh about.
To the onlooker. the only visible sign may be a rhythmic
fluttering of the eyelids. (On regaining full consciousness,
the person in petit mal uswally resumes doing whatever he
was doing betore the attack. The episode is s fleeting and
s unnoticeable to others that an unaware or unobservant
teacher could mistake it for daydreaming. In psychomotor
sciciere the epileptic tends to repeat over and over some
complex physical movement . chewing or swallowing or
fingering some object — or hie wanders aimlessly about the
room. These physical actions are performed in a vacant
manner suggestive of  sleepwalking. The attack lasts a
minute or so and is followed by a period ot confusion
lasting another minute or so. The person hears no call or
command during the attack and has no memory of the
episode. Here again the cirenmstances are such that an
unbricfed or unobservant teacher could mistake the attack
ton classroom  mishehavior. It a teacher does observe
svmptoms suggesting pezit mal or psychomotor seizure but
has no mformation to link the chikd with epilepsy, she
should, of course, report the incident to the child's parents
and to the appropriate specialist in the Head Start program,

It a cluld goes into grand mal in the classtoom, theie will
be no mistaking the attack tor daydreaming or mishehavior.
The child wmay have briet warning of the impending seizure
but may not. He will lose consciousness and fall. toppling
off a chair o sated. He will tighten all his muscles
violently . this muscolar rigadity then usually giving way 1o
convulsive jerking of the arms and lees. The eves will roll up
and froth appears around the mouth. e may turn very
pale. even blue. He nuy wet or soil himiselt, There is a
possibility that he will bite his tongue or the inside ot his
cheek.

The grand mal seizure usually lasts only a few minutes.
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Afterward the child will appear 1o be confused and may

complain of headache. He is likely 1o seemn exhausted and
may fall into deep sleep. He will have no memory of the
attack, but in a geweral way he may give the appearance of
being embarrassed and deeply disturbed.

Although educated persons long since discmded the
ancient superstitions about “fits™ and “spells’. the first
encounter with epileptic seizure does seent to dffect most
lay persons with a fecling of helplessness, at least. A
knowledge of several simple facts will case that feeling and
cnable the onlooker to be useful: s

. The seizure will not last long.

2. The person in seizure is not suffering any pain.

3. Though unconscious and frothing at the mouth. the
person is not going to die and is unhkely to sutter
any serious injury.

4. The onlooker is not going to be hart unless. in a
mistaken notion of how to be helptul, he puts his
finger in the person's ipouth and is bitten.

The teacher should be aware also that many epileptics
experience the warning called aura preceding an attack. A
child may not bhe able to find words to describe the
sensations. but the aura apparently includes peculiar feel-
ings in the stomach region, spots before the cyes, odd
sensations of taste or smell. Nashing miemories of old
cvents, unusual tensions and anxiety, In the classioom the
aura may give the teacher time to carry the okl o a safe
place to lie down during the attack.

Since the epileptic in grand mal is almost sime to fall, the
first step is to try to prevent him from hitting a sharp cdge
or corner and thereby suffering injury. The safest place for
an cpileptic in grand mal is on a mattress, soft rug. o pile
of blankets or clothing on the floor.

Loosen tight clothing, especially at the neck. Wipe away
any froth or saliva around the mouth and nose to aid
brcathing. Old first aid manuals recommend insertion of a
hard object or your finger between the teetl: to keep the
cpileptic from biting his tongue, hwr den’t de ir. The
violent muscle contractions could damage the child's teeth
against a hard object, and by the same token his teeth could
seriously lacerate your own finger. Don’t try 1o hold the
person down.  Restraint will only cause more  violent
reaction and lead possibly to wrenched or strained muscles.
If the child is in a sate place, and preferably on a soft
surface. feave him alone until he recovers from the attack,
Placing him on his stomach, with his head tined toward
the side might be helpful.

The teacher should try to observe closely and to
remember what happens in the carly stages of the attack.
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This information will be useful to the specialist in chanee of
the case.

As the foreguing descriptions suggest. epileptic scizures
ordinarily do not constitute emergencies in the medical
sense. There is. however. a rare exception called status
epilepticus that calls tor hospitalizadon at once. This is a
serics of convulsions, one atter another, cach occunmy
before the victim has fully recovered trom the previous
convulsion. The duration and severity of the symptoms will
be unmistakable.

In dealing with a child atter a scizure. your attitude and
mar. ‘er will be important. The child is likely to he contused
and embarrassed. and 1he best comfort you can give is to
assure him guictly that all is well. You should do your best
to rema’. calm and to give an appearance of confidence, for
the benefit of the other children as well as the one who has
had the secizure. Your main wish should be to avoid
alarming the children. Assure them that the episade was not
serivus and that the child will soon be all right. If this is the
first attack for the child in your classroom. you should have
the parents notified as quickly as possible. They may wish
to call a doctor.

Epilepsy is treated with anticonvulsant drugs. and the
schedules for this medication are fairly rigorous. The
teacher who has an epileptic child under her care shonld
make doubly sure whether any dosage or dosages are to be
administered to the child in school hburs. Since the
doctor’s prescriptions may vary with changes in the child's
condition. it would be wise to double check tfrom time to
“time to make sure that you understand what is expected in
respect to medication.

A child with cpilepsy should take a full part in the
normal lite of the classroom. The possibility of a scizure
should not be an occasion to alter the currictlum for the
child or to restrain his activities. Subject to contrary
instructions from his physician, the child should be allowed
to participate n most playground sports and games. When a
child is subject to seizures. crossing busy streets and such
activities as bicyele riding and swimming perhaps do pose
special risks. but common sense will provide sufficient
precautions v avoid accident. The teacher should make an
effort to find out from the child's parents or doctor how
often seizures can be expected to oceur.-

The effects of the scizures on a child’s classmates will
depend on the attitnde and influcnce of the teacher. Asin
dealing with other nandicaps. the teacher’s care of a
convulsing child can provide a practical and vivid lesson in
first aid and human relations from which the other children
may henefit.

Children with scizure disorders “are prone to certain
behavior problems. Their attention spans may be short. and
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they nay be given to some destructivencss. This sort of
behavior will be more noticeable in younger children. The
anticonvulsant  medicines  prescribed  tor  children  with
scizure  disorder< may depress the mental function,
especially it the dosage is heavy, and the teacher should be
aware of this condition, The children may develop severe
anxicties about then condition, and these anxieties may be
accentuated i’ parents make an claborate show of conceal-
ing the facts. For this rcason, the -ympanionship and
respect of their peers are important to children with
cpilepsy. and Head Start therefore has much to offer them
beyond a foundation for further schooling.

H. HEARING IMPAIRMENT

The child with a severe hearing impairment is handi-
capped in many ways. Speech and language acquisition are
hidered although with  special “rehabilitation they can
improve. Fmotional and behavioral changes arise trom the
frustration and loneliness of living in a *deaf™ world.
Regular cducational programs depend primarily on verbal
communication so the child with a severe hearing loss
requires spedial educational efforts. Many deat’ chifdren
have normal 1Q’s and are bright children. Their ability to
learn is high and this potential capability must be nnder-
stood if cach and every deaf child is to achicve a more
meaningful life. . !

Hearing tests can be done at any age including birth. By
six to ninc months of age reliable tests for each car can
usually be obtained. By three ycars of age the Kind of
hearing loss can be determined. There are two basic kinds
of hearing loss: conductive (ne to the ear canal or middle
car) or sensorineural (due to inner ear or auditory nerve).
In conductive hearing losses. a blocking or reduction of
sound reaching the inner car occurs, Conductive hearing
losses may bhe due to an absent car canal (an obvious
deformity). fluid in the middle car (which can be detected
on an ear examination with an otoscope). or to misshapen
or malpositioned sones in the middle ear (which can be
detected by an cuar operation). Fluid in the middie car. so
very conunon in young children, usually gives a milder
hearing loss manifested by “not wanting to hear.” the T.V,
tuncd loudly. inattentiveness at school. or minor speech
problems. Only raely does middle car fluid give a severe

Tloss but if it does. surgical correction is casily achicved. The

middle car bone deformities are often -associated with
misshapen or prontinent outer ears cleft lip and palate. or
other detormities of the head and neck.

In sensorincural hearing losses. the most common
reason for a severe hearing impairment, the auditory nerve

(9063

LRIC S

.



-

transmitting sound mnpulses to the braiy, is detective. These
losses may be hereditary or acquned. Hereditary losses may
oceur alone or may be associated with other problems such
as white patehes of hair in the midforehead area. visual
changes, ar thyroid discase. Acquired losses may occur
duritg pregnancy (from German measles or other viruses),
at the time of delivery (hom severe yellow jaimhee,
prematurity. or not enough oxygen). or at any time after
birth (from mumps or other viruses, head trauma, or
meningitis). Only some of the time can a precise cause bhe
determined: more often the reason goes undetected.
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tever. In this discase the valves are affected after an
infection with a specitic micro-organism (streptococcus)
which oceurs in a distant part of the body (for instance, the
throat). As a consequence, otie or more-valves can becoms:
permanently scarred. The advances in modern surgery have
made possible the correction of many of these defects, '

Children with  heart discase can behave in different
fashivns. A child with mild abnormality and almost no
disability will be indistinguishable from his normal peers.
Other children can have marked diminution in their
tolerance to physical exercise, due to more severe involve-

Frcatment “for children with severe sensorineural losses® ment. Another group constitutes the children with a mild

must be flexible so as to provide appropriate stimuli for
cach child to respond. Hearing aids can be started by niine
months of age  often the carlier the hearing aid. the better

discase but who will be so anxious that they will behave as
if their disability is great: More often than not this is a
direct influence trom home and reflects the way parents

the spegch patteins. Speech therapy may also utilize lip ™ adapt themselves 1o the situation, A child with a heart

reading. sign language. finger spelling, and tactile or visual

stimuli. Parcuts are integrated into these programs so they
<an reinforce educational programs at homne,

Treatment for children with severe conductive los'es is
surpical. Fluid can be corrected at any age: middle car
reconstruction is usually performed between five and ten
years of age. Prior to surgery. a hearing aid and other
educational technigues enumerated above should be used to
provide adequate hearing.

One must be patient and understanding with deaf’
children. Although they cannot speak well, they are not
dumb. Instead. they are often bright, sensitive, and inquisi-
tive children. Talk slowly and loudly. making certain that
they can see your lips while you talk. Seck guidanae not
only trom pediatricians, car specialists, audiologists and
speech therapists but also from psychiatrists, social workers
and psychologists.

I. HEART DISEASE

Another handwapping condition that teachers in Head
Start are likely to meet is the child with heart discase. The
description of cach one of’ the conditions that can produce
cardiac disability is bevond the scope of this work, but a
few gencral words are in order. The heart is a four-
chambered pump with four valves controlling the flow into
cach chamber. Its function is” to pump blood through the
body. The heart can suffer damage in vyrious stages of
developiment of the individual. Before birth, during prog-
nancy. the development of the heart can suffer alterations
tht will aftect its function. For instance, abnormal
communications can peisist between the chambers or the
valves can develop in such a way that complete closing or
opening is prevented. The heat can also he affected after
hirth. The most common ocenrrence will be rheumatic

-

discase generally knows his limits. It is not necessary to
restrain him from everyday excrcises. Those children whose
tolerance is markedly diminished will need help adjusting to
the situation. They are different from other children, and
cannot participate in all the classroom activities. With your
help. he will be able to recognize his limitations, but at the
same time be able to gain confidence by developing the
skills at which he or she is at his best. By developing his full
potential the child with héurt discase, as well as any other
handicapped child, will have a better adjustinent to life.

J. 'MENTAL RETARDATION

Mental retardation means ipairment of intellectual
function so that a child cannot =-isorm mental tasks such
as thinking. understanding. and communicating at his age
level. His mental fundtioning is more like that of 4 younger
child. The retarded child appears “dull™ or “slow.” Mental
retardation stems from a poorly functioning brain, In
contrast, a child may have delayed development (for
cxample in the area of speech) because of poor hearing.
Although at first glance his speech may be just as behind as -
that of a mentally retarded child, this child is not zaid to be
retarded. Often, but not always, retarded children show
delays in motor development, being slow to stand, walk,
climb. toilet train, cte. .

Any injury which can damage the brain can lead to!
permanent impairment of brain function and mental
retardation. One cause of injury is an iffection ut the main
Such an infection can oceur prior to the baby's birth (in
utero), as with €icrman measles (Rubella) virus. The ability
of this virns to harm a fetus is the major reason for the
program of imnnmization against German measles. After
bhirth. infection of the brain and spinal cord (encephalitis
and meningitis) can cause peninanent damage. This danger
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of brain damage accounts tor the intense concern which
« doctors hawe about the emdy adentitivation and treatment
of these infections. Another commnon cause of bam
damage is injury to the brain. as can occur when a child is
hit by a car or is imide a €ar involved in a collision.
(Automobile accidents ae a leading cause of death and
disability in clnldren atter the period of imfancy . making
utgent the necessity for using seat restraints while traveling
in motor vehicles.) Pramatunity ot birth, which can he
accompanicd by a temporarily lowered oxygen supply to
the brain, can be associated with mental retardation and is
of increasing importance in this regard now that moden
techniques permit the saving of many. prematurcly born
babics who would never have survivéd in years past. Lead
poisoning (a completely preventable disease which is still
tragically. a problem in the United States) can permanently
daniage the brain. Genetic defects involving  abnormal
chromosomies can result in the bivth of multiply handi-
capped children with disorders such as Down’s Syndrome
(previously called Mongolism). In these children the brain is
malformed, which is retlected in ageneral retardation of
development.  Chemical  disorders  like  Phenylketonuria
(PRU) can. if untreated. damage the brain. For this reason
all newborns reccive bloud tests for PRY. I the eomdition is
prc'scm. a special diet is begun to prevent the accumulation
of the chemical in the blood responsible tor the brain
damage. Probably the leading worldwide cause of mental
retardation is malnutrition. In this country lack ol a proper
dict in infancy and childhood undoubtedly plays a role in
children from impoverished Families. In most children with
mental retardation, no cause can be wlentitied and, accord-
ingly . no preventive measures me avalable. Further research
is needed.

In general. there is no correction tor the abnormality in
" the brain which has cansed retardation. Whether a child will
progress depende on the severity of the brain defect and the
supportiveness of his environment. The rejected child will
have little motivation to develop 1o the maximum of” his
capacity. The rctarded child has the same basic need for
fove and understanding as the novmal child. bt is not helpiul
to label the child as retarded and then wnte him oft as
someone who i a lost canse. 1015 mmportant to understand
him as an indvidual witl strengths and weaknesses and a
personality that make him untgne. Helping him develop o
his fullest capacity as a person s the overriding goal.

K. SICKLE-CELL ANEMIA
Sickle-cell anemny is not gencrally considered a hands-
capping condition. However, when the anemia s severe, the
child may requne hospitalization, and children with sickle-
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cell ancmia may tre casily and tend to get infections
trequently. Therefore, it is helptul for the teacher to bhe
awame of some of these factors affecting the child’s
adaptation to the program.

Sichle-cell anemia is an inherited -liscase. primarily
attecting Blacks, in which the red bloud cells flatten out in
the shape of a halt moon (sickle). These red blood cellsdo
not survive in the body as long as do normal cells (120
days) and form small clots which lead to attacks of pain
and impaired functioning of parts of the body. In general,
the production of new red cells cannot keep pace with the
constant removal of the sickled cells. and this imbalance
acoounts fur the anemia. which means too few red blond
cells. Sometimes the rate of red blood cell destruction is
markedly incrcased. At other times the production of new
red cells is temporarily stalled. Both situations increase the
severity of the anemia.

Children with sickle-cell ancmia are chronically ill but as
in all diseases, the intensity of symptoms varies from one
child to another and in the same child from one time to
another. Often the child will look normal except for gangly
arms and legs and a yellowish tint (jaundice) to the eyes.
When the child is sick. you may notice casy tiring, paleness
(seen best in Black children in the nail-beds and inner parts
of the eyclid). susceptibility to infection, attacks of pain
(commonly .in the abdpmen and extremitics). When the
ancinia is severe the child develops shortness of breath and
fatigue, which may require hospitalization. At present there
is no cure lor the discase itself, although severe anemia and
painful attacks can be treated.

When the anemia is not severe. children with sickle-cell
anemia require wo special precautions by the teacher, They
can he fully active. Treat these children just as you would
normal children,

To have sickle-cell anemia. the child must inherit the
tendency from both his tather and mother. His parents are
saitd to be carriers of the tendency (trait). I only one is a
carrier, the child cannot have the discase but may be a
virrier. A carrier does not have symptoms except under
extraordinary circomstances, but a carrier’s red hlood cells
can be made to sickle under proper latioratory conditions.
Knowing that one is a camer is important information in
terms ol having children. One might avoid marrying another
carricr and thus avoid the puossibility of having alfected
children. When two carriers marry, there is a one in four
chance that any given bahy will have sickle-cell anemia, a
two in four (one in two) chance of having a child wha is a
cantier. and a once in four chance of a child who is neither a
carrier nor sick with the discase.

There is little practical point in knowing whether a child
is a carrier hefore the reproductive years except perhaps to
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encourage the parents to have themsetves chieched. A good
time to check children s in high school, Caniers are not il
or at risk for developing any complications. The informa-
“tion about the carrier state is usetul primarily 1o guide
decisions about reproduction. There is a danger that people
may think that there is something wiong with a child who

is a canier because they do not umberstand the ditterence

between being a cantier =l having the discase.

L. VISION IMPAIRMENT

Approximately one’chitd out” of ten enters school with
some sort of visual impainient. which in many cases
interteres with his adaptation to and performance in school.
The mwst. conmmon cause of correctable decreased vision in
childhood is significant refractive problemis. Refiactive
problems are those which can be corrected by glasses. The
three types of refractive problems are taisightedness,

nearsightedness, and astigiatism. Sometimes the amount of

defect is greater in one cye than the other. Each can he
“eorrected with spectacles tollowing ap accurate measure-
ment of the detect. This testing is called a refraction and in
children often requires premedication with eye drops.
Children with excessive farsightedness (hyperopia) have
more difficulty with ncar than distant vision. Their only

symptoms may be carly fatigue and relative inattention to
ncar tasks such as writing. reading, warkbooks, ete.
Frequently such children become cross-eyed between the
ages of three and five years. This deviation may be very
variable and intermittent. Visual testing may show only a
mild loss of distance vision greater on one sidé than the
other.

BEST COPY AVAILABLE

The nearsighted child may have very blurred distance
vision and see things well that are near. No amount of
cffort 2xcept narrowing of the lids (squinting) can bring
distant objects into cdearer focus. Reading material is held
dose. When glases are prescribed for significant near-
sightedness, children wear them eagerly and often a
noticeable increase in interest in activities can be observed.

Astiginatism is caused by a defect in curvature of the
front of the eye. A small amount of astigmatism may he
present with farsightedness and nearsightedness, or when
excessive it may be the principal problem. It usually causes
mild to moderate degrees of visual impairment causing
symptoms of visual fatigue. Correction is readily .n.hicvcd
with spectacles.

Another cause of visual impainnent in growing children
is strabismus, also known as crossing of the eyes or “lazy
eye.” This results from imbalance of the .muscles which
move the eyeballs, or from visual defects such as farsighted-
ness in one or buth eyes. When crossing occurs, for
whatever reason, unpleasant double vision results. To
prevent this uncomfortable sensation, the child stops using
one cye by suppressing vision in it.'Only one cye is used in
secing. The act of suppressing vision is familiar to anyone
who has tried te look with one eye through a telescope.
Constantly suppressing vision in an eye is dangerous in that
with time the eye will lose its capacity to see, to the point
of permanent blindness in that eye. Therefore, early
identification and treatment of crossed cyes is of uigent
importance.

Treatment involves cosrection of the underlying cause of -
the crossing, through glasses or through surgery to realign
imbalanced muscles. and reversal of loss of sight in the
suppressec eyc by placing a patch on the good eye (the one
doing all the work). Then the child is forced to use the
impaired eye. If treatment is begun early enough, its vision -
should improve.

In some children with visual defects. their vision is still
quite defective even after correction. However, these
children are still able to read print. Children with this type
of problem are referred to as visually impaired. Visual
impairment may be caused by injury to the unborn child,
or by disease or accident occurring later.

Children with visual impairments may have slower
language development; however, their intelligence and
cducational capacity are substantially the same as other
children’s. The major slnssroom adapl.mnn to be made for
such children is to add training experiences so that the
remaining vision is used, and to help the child use touch
and hearing to supplement his impaired vision. Such
classroom adaptations are described in the section on “The
Blind Child.”

Ny
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In any Head Start program it may happen that certain
children have problems that Jead the stafl’ W desite
additional services beyond what is ottered in the classroom,
While all handicapped children may experience significant
gains in the Head Starf\program. the classtoom intetvention
alone cannot always fulty deal with the entire problem. In
such cases it is helptul to know what specialists in speech,
behavior problems or physical problems are avail-ble in
your community. It is realistic to recognize that a specialist
may provide services that can support the Llllld s classroom
expericnee in crucial ways.

Deciding when to gefer a child for special services. and
tinding out where to turn for help are the first steps in the
process pf obtaining additional assistance. The next stepis a
- discussion of the staft®s observations and suggestions with
the child's parents. In many cases parental cooperation is
what ultimately decides whether or not the child gets the
help he needs. Because the parents’ cooperation is essential,
it is relevant here to consider gencrally the development of
goud relations between staft’ and parents. it is these good
relations which form the foundation tor assisting the child.
~ In this chapter you will find some suggestions about the
different steps in the process of providing for the child
special assistance beyond the classroom.

A. TALKING WITH PARENTS

Head Start is only one part ot the child's day. Being in
preschool affects the child’s family life and his gencial
growth and adjustment. Similarly. what goes on outside of
class. at home. and in the neighbo hood also affects the
child’s behavior in Head Stani. Thus. for both parent and
teacher even a small effort toward keeping cach other in-
formed will always be helptul. And where problems appear.
consultation between teacher and parent becomes crucial.
Within the social service department. tae neighborhood
worker has an important function in preserving a flow of
information between parents and teachers.

WHY TALKING TOGETHER IS IMPORTANT

On the teacher’s part. simple friendliness can go a long
way to establish good feelings taward Head Start in general.
The child is not the only one who feels that the teacher is
an unknown. slightly threatening authority: parents often
feel that way. tou. When a teacher shows she is willing to
hear a parent out. or makes a puint of speaking in a friendly
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way. she makes the parent fecl less autgide of the program,
Wore a part of .

But. of course, it is not just 3 matter of making pagents
teel more comfortable. Specific information is often
nceded. The teacher's daily job is made easier when she is
told about things that are important to the child: ¢’g.. that
the parents are going out of town next weckend: that this

child's newborn brother i« coming home Tuesday: that

Tommy's dog has been lost for two weeks. The child
himself may tell you these things. or he. may not. But the
teacher can show parents that she's interested in gencral
family news. In the long run, this pays off by helping the
teacher better understand and anticipate the child’s reac-
tions. Simifarly. things will go more smoothly if the tedcher
informs the parents about things such as the planning of a

special trip, appropriate clothing riceds, about the child’ s

special interests, or problems with which she needs parental’
cooperatiot,

LISTENING TO THE PARENT

There are many different ways in which parents and
staff may talk together. Regularly planned home visits are
perhaps the most typical way. Here. parents are informed
of the child’s general progress in the course of the year, and
the informal atmosphere gives parents the chance to sce
teachers as more “human® figures. But other times and
places tor talking together necessarily occur. When parents
deliver and pick up their children. there is a daily
upportunity for some talk. This can be extremely useful.
Thus. especially at the start of the pug;l:n year. it is well
for the teacher to tell parents. “You kndw, I'd always like
to hear from you it something goes on that you think is im-
portant to Jimmy. It helps me understand him better.” Of
course there can be drawbacks if conversations take, place
m the moming as the program is about to start, Some*
patents may want to tell you too much and keep you too
long. You can excuse yourself politely. or if you feel the
parent really necds to talk, suggest another time.c Some
parents will be saying things in front of the child that yo.
would rather the child didn't hear, You can handle this
situation either by directing the child into some activity or -
by asking the parent to wait to talk at another time. But .
despite the occasional drawbacks. much good comes from
letting the parent know his comments arce valued by the
teacher.
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TALKING TO THE PARENT . .
Sometitnes the teacher will find that she wants to know
~ more abput why a child acts in such and such a way. Or the
teacher will want to tell 2 parent ‘about Susic's behavior in
school. Both may be difficult to accomplish, especially if
the child is in trouble. While it is relatively edsy to suggest
to a wwother that she leave Susie's good coat at home and
dress her in play clothes instead. it is less casy to tell a
mother that Susic is constantly running into the street, or
that James is taking too much satisfaction Rurting other
children. Both teacher and parent may have uncomfortable
feelings about discussing such things. The teacher mmay be
afraid of hurting the mother's feelings or shé may be
reluctant to show, her own uncertainty and distress. The
parent may feel that she is being blamed, or is being called a
" bad mother for something her child has done. Such feelings
may make a teacher put off talking to a parent. But delay
‘doesn’t particularly help. & does help if you have managed
to treate all along the idea that it is the most natural thing
in the world for parents and teachers to talk together.

WHEN REFERRAL IS NECESSARY

_ When rcally serivus problems need to be discussed.
¢asual contacts at the classroom door are no longer
sufficient or effective ways to communicate with a parent.
* Within the social service department the neighborhood
worker or community aide will need to be informed in
some detail of why the teacher is concerned. In our
experience .ordinarily the neighborhood worker or com-
munity aide will visit the parents to discuss the child’s
problens. In some situations in which there is agreement

that the mother has related more consiructively to the

teacher than to the neighborhood worker, the teacher may

be asked to try to persuade mother to consult a health or

child guidance clinic about her child's needs.
Usually. though not always, it is easier tor the mother to
" follow through on recommendations for referral from the
neighborhood worker or teacher when the problem is a
physical rather than a behavioral one. What is usually
needed is an account of the teacher's observations of the
- child’s physical problem and information about an appro-
priate resource for help. Onc needs to be sure the mother
knows how to get to the clinic that is recommended and
how to make an appointment if one is necessary. Usually a
follow-up visit or phone call is helpful, both to know
whether mother succeeded in getting the child seen at the
* ¢linic. and whcther the clinic recommendations included
anything that should be done for the child while he is at
Hcad Start,
In some exceptional instances when a mother is so

frightened that she denics her child's signs of illness or
when the issue of general neglect is involved, then it may be
difficult for the mother to follow the staff recommenda.
tions. But if facilitics are genuinely svallable for the child
and their cust is not tov much of a burden, pasents will
usually he able to follow through on a child's physical
problem.

When the child's pmblcm is an emotional or behavioral
one, the process of referral may be .more difficult; -
nevertheless, there are certain situations when Hpad Start

.stafl will need to consider referral and to decigé together
how to try to get the parénts to accept it. W have listed
below some of the kinds of behaviors thap&€ill isuaily alert
teachers and the social service staff to the need for referral
for.evaluation at a child guidance clinic or hospital.
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WHEN TO CONSIDER REFERRAL FOR EMOTIONAL

OR BEHAVIORAL PROBLEMS
I. When any of the following behaviors have been

cvident repeatedly over an extended period of time (2-3
months). Most of these behaviors have been discussed in

~ mwre detail in chapters indicated.

[ Markedly withdrawn. nonsocial attitude (Chapter
V)

0O Lack of speech (Chapter 111)

3 Repaated asgtessive or destructive behavior (Chapter
V) :

O Markedly immature behavior: ie., uawling. crying.,
clinging (Chapter V)

O Self-hurting behavior (Chapter V)

O Running away from center, into streets (Chapter 1)

O Noticeable confusion in thinking (Chapter 1)

. O Strange. unusual behavior (Chapter V)

0 Suspected retardation (Chapter 1V)

0O Suspected child abuse (Chapter V)

O Severe preceptual-motor difficulties (Chapter 1)

2, Single dramatic behaviors warrant communication
with the family and may warrant referral:

O Seizures, fainting (Chapter V1)

O Running away from center, dangerously in front of
cars (Chapter V) .

O Child’s saying he is planning to run away. do
something dangerous (Chapter V)

O Scverely aggressive or destructive behavior to others
or self (Chapter V)

SUGGESTIONS ABOUT THE PROCESS OF REFERRAL
Naturally. before speaking to parents you need to have
clearly in mind why you feel referral is advisable, and where
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you feel parents should turn. (See local resources listing.)
Then, in communicating this information to parents, bear
in mind that this may be extremely frightening or upsetting
news, Parents will tend to hear only one thing: “*You're
saying he's bad and we're bad”®This Kind of fecling may be
lessened of:

I. Staff takes the time to lead up gradually to the
business of referral. If possible, do not introduce referral at
your first discussion of the child's behavior. This is not only
to avoid hure feelings. A parent who feels too shocked or
guilty will be less able to follow through on your advice.
+ Giving the parent time to get used to the idoa of a problem
_will help the parent actually carry out your suggestions.

2. Describe exactly whpt~has been observed in llead
Start and explain why staff i$ concerned. BE SPECIFIC.
Ask if parents have scen the same thing at home. Encourage
them to talk freely about it. .

3. Say that you know the parents feel upset about this
but emphasize that it is-a question of help, not ol'
anybody’s having done anything wrong.,

4. Make your suggestions very clear. Write out any
information you have to give about agencies.

5. Befure ending the discussion, plan for another time
to talk, even briefly. about what is being done.

Not every parent will take the suggestions about referral

at the time they are given. Parents of young children -

-naturally would like to think the child will “grow out of
it."" When the problem is a very severe one, the Head Start
staff will be especially concerned in repeated contacts with
the parents to emphasize the value of carly intervention.

B. WHERE TO TURN FOR HLLP

When the teacher and the sucial service worker have
decided that a child has nét responded well to the usual
classroom procedures, it is advisable to seek help from an
appropriate social service agency, hospital, or health facility
in your community. The person to turn to {irst is your
Head Start Sucial Service Coordinator at the grantee level.
He (or she) is familiar with the local resoufces and ¢an
direct you to the proper agency or clinic. This person can
also help you make the initial contact. llere are some
examples of the types of resources to which you may be
referred. In 2 small town rural area a possible resource for

- referral of bandicapped children is the State Welfare
Departrhent. In a large town or city the United Community
Services will usually be able to refer you to the resources
you need.

One or more of the fulluwmg services, if available in you
area, is likely to be able to provide actual evaluation,
diagposis. and/or treatment. as needed :

GENERAL HEALTH SERVICES
Community Hospital ‘
Well-Baby Clinics
Public.Health Clinics

«  Child Development Clinics
Neighborhood Health Clinics

.SPEC1IALIZED CLINICS
- Eye Qlinics
Speech and Hearing Clinics
Orthopedic Clinics
~Rehabilitation Centers

Lt

MENTAL HEALTH CENTERS
Community Mental-Health Centers
Child Guidance Clinics

COMMUNITY CENTER SERVICES
Community Action Agencies
Community Welfare Councils
Welfare Offices
Neighborhood Centers

If specialized resources are not available locally, you
may need to turn to national organizations. Many of these
have local chapters, so check your phonc book before
contacting the pational office.

" GENERAL RESOURCES (Agencics that will act as general

referral resources for the evaluation, diagnosis, and
treatment of the special child)

Organization

American Academy of Pediatiics
1081 Hinman Avenue
Evanston, [llinois 60204

Child Welfare League of America, Inc.

67 lrving Place

New York, New York

212 254.7410 ,

Closer Look

Box 1492

Washington, D.C. 20012
(Closer Look acts as a good resource. It will send you -
information about services in your area that provide care
for the special child.)
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Washington, D.C. 20202

-The Council for Lixceptional Children

1411 8. Jetferson Davis Highway
Arlington, Virginia 2220
703 521-8820

Nntiunal Assuciation of State Dircctors of Spegial .Edu-
ion

c/o . Elwood Pace

Division of Special Education .

State Départment of Education

Salt Lake City, Utah 84111

- Office of Education

Bureau of Education for the Handicapped - .
Seventhand D Streets, S.W. -

BLINDNESS AND VISUAL PROBLEMS _

* American Foundation for the Blind ~ °

1§ West 16th Street .

- New York. New York 1001 |-

'Ametican Printing House for the Blind

1839 Frankfort Avenue
Louisville, Kentusky 40206
502 895-2405 .

American Assaciation of Workers for the Blind. Inc.

1511 K Street. N.W.

Suite 637

Washington, D.C. 20005

202 347-1559
(Publishes braille books for blind and partially see-
ing - Braille music. talking books. educational ma-
terials - Write to them for a listing of materials)

Libraty of Congress
Division for the Blind and Physu.ally Handicapped
1291 Taylor Street. N.W.
Washington, D.C. 20542
202 882-5500
(National reference and referral service)

CEREBRAL PALSY E

American Academy for Cerebral Palsy
Univers.ty llospital School

lowa City. lowa 52240

319 3534825

United Cerebral Palsy Association, In«. .
006 East 34th Street

Cystic Fibrosis Foundation R
202 East 44th Street _ '
New York. New York l00|7 _

DEAFNESS, HARD OF ms&nmc LANGUAGE DIF-
FICULTIES

- Alexander Graham Bell Association for the Deaf ln;:
317 Volta Place .
Washington, D.C. 20007
202 337-5220

]
The American Speech and Hearing Association
9030 Old Georgetown Road
Washlngton D.C. 20014
301 530-3400

National Association of the Deaf
814 Thayer Avenue

Silver Spring. Maryland 20910
301 587-1788

Council of Organizations Serving Deaf
4201 Connecticut Avenue, N.W.
Washington, D.C. 20014

202 368-5611

National Association of Hearing and Speech Agencies
919 18th Street. N.W.

Washington, D.C. 20014

202 295. 3844

EMOTIONAL PROBLEMS, LEARNING Dl&\BlLl’l‘lES.
MENTAL RETARDATION

The American Association of Psychiatric Services
for Children

1701 18th Street. N.W.

Washington, 1D.C. 20009

‘()‘ 3707

American llumane Assuc.mion (‘hnldrcn s Division

P.O. Box 1266

Denver, Colorado 80201
(A national organization that will refer you to local
afialiated services.)

G5
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American Psychiatric Association
1700 18th Street N.W.
Washington, D.C. 20009

202 23’-7878

Association for Children with Learning Dis.nbnlines
2200 Brownsville Road '
Pittsburgh, Pennsylvania 15210

412 882.5201

Family Service Association of America (Mental Health
Problems)

44 East 23rd Street .

New York, New York 10010

212 674-6100

_ League for Emotionally Disturbed Children
171 Madison Averive’
New York, New York 10017

The National Association fur Mental Health, Inc.
Box 610

Lawrence, Kansas

9]3 842-1909
“The National Association of Coordinators of State Pro-

grams for the Mentally Retarded

‘Suite 802

Crystal City Plaza #1

2001 Jefferson Davis Highway

Arlington, Virginia 22202

703 920-0700

National Society for Autistic Children
621 Central Avenue
Albany, New York 12206

. President's Committce on Mental Retardation
Washington, D.C. 20201
‘202 963-5819

! ‘EPMLEPSY

Epilepsy Foundation of America
1828 L Strect. N.W.

Suite 406

. Washington, D.C. 20086

National Epilepsy League. Inc.
. 222 North Michigan Avenuc
Fifth Floor

[N
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C* icago, Nlinos 60612
312 3326888

United Spilepsy Association, Inc.
111 West 57th Street
New York. New York 10019

PHYSICAL DISABILITIES

American Physical Therapy Association
1156 15th Street, N.W.

Washington, D.C.

202 466-2070

Association for the Aid of Crippled Children
345 East 46th Street

New York, New York 10017

212 697-3150

Library of Congress
Division for the Blind and Physlcally Handicapped
1291 Taylor Street, N.W.
Washington, D.C. 20542
202 882-5500
{National reference and referral service)

Muscular Dystrophy Association of America, Inc.
1790 Broadway

New York, New York IOOI‘)

212 586-0808

The National Easter Seal Society for Crippled Children and
- Adults

2023 West Ogden Avenue

Chicago, lllinois 60612

312 243-8400

The National Foundaticn March of Dimes
P.O. Box 2000

White Plains, New York 10602

914 428-7100

National Multiple Sclerosis Society
257 Park Avenue South

New York. New York 10010

212 674-4100

National Paraplegia Foundation
333 North Michigan Avenue
Chicago, Winois 60601

212 3464779
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Appendix 1|

MATERIALS AND IDEAS

/

~ Every year when Head Start teachers set up their

classrooms and plan their programs, the task of ordering
‘and collecting supplies must be undertaken. But before you
draw up lists and submit orders, there are some important
questions to be answered:

1. How many children will you have in your class?
- 2. What supplies now in stock are in good working

condition?

3. What can be restoréd to usefulness wnh new paint or
simple repairs?

4. What useful material can you get free?

5. What children with special needs will be in your
class?

6. Will these children require special spatial or me-
chanical accommodations?

7. What area in your classroom needs the most rethink-
ing and refurbishing?

8. Is there some entirely new concept or plan you'd like
to try in the arrangement of your classroom?

9. Is there a new aspect of your pmgmm you'd like to
develop?

In order to plan realistically you wﬂl have to know how
much money is set aside in your budget for equipment and
supplies. Ask your supervisor or prog‘am director to show
you a copy of your budget. Budgetsiare generally broken
down into two categories: equipment and supplies. The
item “‘equipment™ usually covers standard pernranent furni-
ture and toys. Tricycles, easels and dolls are some things
that might go under that category. The item “supplies”
includes expendable materials which need to be ordered
every year: magic markers. paper and lotjo games.

Your wants and needs are likely to exceed the amount
you have to spend. You wil! have to decide what you need
most. Look for materials that are versatile and durable, and
can be put to uses that will have beneficial results for the
developgent of the whole child.

The Tollowing is a list of materials which- are beneficial
for all children, including children with speci3l needs. You
will sce that many of them will already be found in your
classrooms. Some can be scrounged . some can bé improvised
or homemade and others will have to be bought. The list
has been broken down into curriculum areas. with specific

sugggestions for skill-building and concept-formation with
handizapped children.

I. Gross Motor Activities — for children who have
trouble with large muscle acti: ities, coordination and
body awareness./

). Irish Mail / Ride-on toy operated by arm lever;
good for a child who can’t pedal, but wants to
ride aronnd. This toy teaches the difference
between' pushing and pulling and develops arm
muscles.

. Platforms on wheels - Lying tummy down and

moving with arms.

3. Inchworms* - Good for developing leg move.
ment for 2 child who may have moderate impair-
ment.

4. Krazy Car, Wildrider*® - Hand-operated cars;
goud for the child who can't operate foot pedals.

5. Scooter car — Tot bikes (these are like tricyles
but they have no pedals), velocipedes; gond as 3
trainer for tricycle riding. Children do not need
reciprocal motion to ride these.

6. Big Wheels® - Children prefer these to tricycles
because of their style and color. They have a
broad base, are practically indestructible.

7. Metal ride-in cars - Like fire engines, trucks. etc.

i Good exercise for developing leg muscles; high

sides help children with balance problems.

8. Rocking horse - Good for the unsteady child or
the child who zan't walk; develops arm and leg
muscles.

Q. Rocking bvat Two or more children love to
rock back and forth in these boats; can be tipped
over and used as stairs.

10. Sticks with horse heads — These horses are fun to
ride: a child can walk, trot. or run with them.

“11. Rubber belt swings These swings are easier to
keep your balance on than the flat metal swings.

- J2. Cliair swings - Good for a child who doesn’t have

' as much gross motor control as his peers. Even if

td

tdenotes commercial name.
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lo.

17.

18.

19,

24,

25

6.

20

. Clutch balls -

. Nerf Balls* -

. Large appliance cartons

. Carriages, wagons, grocery carts

. Carpet sweeper, wheelbarrow

he can’t pump: he can be pushed and swing like
the rest of his classmates. Because of the bar
across the front and the high back, c.luldrcn with
balance problems cannot fall out.

. Double swing - Operated by two people with

hands and fect: good exercise for pushing and

pulling; a nice lesson in cvoperation.
. Jumbo cardboard or wooden blocks - For carry-

ing around and building.

. Large cardboard tubes - Good for crawling

through, rolling vn, and sliding.

Old large wire spools - These are for rolling and
rolling on. You can get these from electrical
wiring companies and telephone companies.

Tires - Good for climbing on. jumping on and
throwing things into: sometimes children use
them for trucks or gas station play. Can be used
as a swing.

Blow-up knock-down toys - Can be fixed with
tire patching kit: fun to roll on, roll and knock
down because \hey keep popping back wp (eg..
Bobos, Bozos)

Sandbox - Kids who can’t walk or who are
unstcady can play just like any other child when
they're in the sandbox. There are so many things

to do with sand: digging, sifting, pouring, making -

roads and castles.

. Child-size snow shovels - Good for developing

arm muscles, encouraging dramatic play and
gardening.

. Large beach balls - For rolling, throwing and

catching.

Balls with ridges for grabbing:
casicr to hold than hard balls: soft, cozy, fun to
throw, safe in a classroom.

Easy to hold and throw; they're
lightweight and spongy.

Bean bags - Good for throwing at a target.
Walking hoard and sawhorse  Keep it adjusted
either flat or very low; fun to walk on: helps child
improve balance and gross motor coordination.
Sterping stones - Place cardboard  squares on
floor to teach balance, gross motor coordination.
- For crawling around in
and building with.

Filled with
some type of weights: for a child who is unsteady
or nceds crutches, pushing a wagon is fun.

If your classroom
150"t big cnough, use outside.

30.

31,

Large trucks - Can be ridden or manipulated by
hand while lying or sitting on the floor.

Floor toys - Cardbuard blocks, trucks, rubber or
plastic or wouden dolls, rocking boat, interlock-
ing wooden trains, hardwood unit blocks, step-
ping stones, balance beam, tumbling mats, water
play trough; allow children gross motor activity
within the classroom; help them to balance
themselves and coordinate gross motor move-
ments,

Il. Fine Motor Problems, Perceptual Motor Problems

- rd

10.
I,

. Large nuts and screws -

. Shapees* -

. Large pegboards -

. Puzzles with knobs

Lego Jumbo ®bricks - Simple, large construction
toys with easy interlock; Jumbo Legos are easy to
manipulate. The child who has problems with
manual dexterity will be able to build structures
that he couldn’t build with smaller blocks.

It's fun to be just like
adults who work with tools. And, these large nuts
and screws develop hand movements such as
tu. sing and grasping; they also help with size and
shape discrimination and matching. Can get real
ones at hardware store or plastic ones designed
rspecially for children.

. Magnets - Can be uged for many different things.

Spread out all kinds of items on the table and see
what maghets can and can’t pick up. Magnets are
a fun introduction to science.

. Play Plax*, play rings - Colorful almost inde-

structible building toy good for fine motor and
perceptual motor practice. )

More pliable and differenii shapes:
these are good in a manner similar to Legos.

. Small Lege*® - Children enjoy building with any

of these materials. In order to use them, the child
has to figure out how the pieces interlock. His
coordination and creativit;’ in-building different
structures come into play with this actwnty

At least 10" by 10" with 2 2"

pegs: good for manual dexterity, counting pat-
terns, construction: large beads or elastics are fun
to put over the pegs.

. Une or two piece puzzles - For beginning shape

discrimination.

- These are toys for a child
who has fine motor problems. They develop simall
hand. forearm, and finger muscles.

Large dominoces - designed for children.,

Snap together beads (large pop-it beads) - Fun to

SO0



13.

14.

15.

io.

17.

19,

22, Salt
. Jack-in-the-box - The child is rewarded for turn-

. Stacking toys

. Waterplay items -

. Corn meal -

. Tracing

make: children enjoy wearing these beads as
bracelets and necklaces.

- These toys fit one inside the
other; they teach the concept of size as well as
improving manual dexterity and balance.

large: tops  Fun to spin. they teach rotary
motion and develop arm muscles.

Qlothes pins - For dropping into milk bottle;
teaches aim. counting. taking turns; good rainy
day activity.

Threading block® A wooden block with holes
in it and an attached lace. Good for improving
manual coordination and learning in, out, around
and through.

Busy box --A simple manipulation toy with
various gadgets which are moved by hand. Very
young children, retarded children and children
with control problems seem particularly attracted
toit.

Button board - Helps a child with fine motor or
perceptual motor problems develop self-help
skills. Good for retarded children too.

Jumbo gear board - These toys can be either wall
or lap boards in order to allow the child who has
motor problems access to them. They help
strengthen fine motor skills and teach a continu-
ous turning motion. , :
Wall or table geoboards - String or rubber bands
around the nails to make design or shapes.

Straws, bubble pipes, short
ends of hose, cups (not metal). squeeze bottles.
things that float. toy boats, bathtub toys. rubber
dolls. plastic dishes from housckeeping corner,
doll clothes, sponges. Waterplay can range from
floating a lightweight toy on water to washing
plastic dishes. Children learn about weight and
mass. Also simple manual skills like squeezing and
grasping are developed. Needs some supervision
but it is a worthwhile activity.

In small dishpans: a good tactile
expericnce. Can be used for shifting, measuring.
pouring, spooning, stirring.

Same uses as.corn meal.

ing the crank becausc jack pops up.

. Pounding benches - Helps the child develop man-

ual skills. For aggressive children it's a good outlet
for frustration. Teaches top from bottom ‘and
concept of turning over.

Helps the child dcvclup eye-hand co-
ordination,

10.

B

0.

. Sponge paint

. Pajnting with feet -

Stencils  Not to b considered as an art media
but good for perceptual ‘motor tr.nmng .md
learning to direct a pencil.

. Stickers Pictures with gummnied backs fur past-

ing: can bhe used on a plain piece of paper for
perceptual motor training, or task may be pade

-more difticult by havmg child stick sticker in

outline.

. large bcads and strings with shoelace ends

These bheads should be bright and colorful to he
attractive. They're easy to string for most child-
ren and just perfect for helping to improve the
dexterity of those children with fine mwtor
problems. It introduces names of colors. Children
love to wear the beads as necklaces and bracelets.

Art Activities

Crayon and stick - For children who can’t grasp
at all. Attach crayon to stick and stick to child’s
hand. This enables the child to express his
creativity as well as participate in the same
activity as the rest of the class.

Cut the sponge into small, handy
picces. Easier to-grasp than potato prints or paint
brushes, sponge painting is a good creative experi-
ence for a child.

. Brush painting - Use %" to %" stiff brushes for

children with manual dexterity problems.
Good tactile experience for
children who cannot grasp.

. Finger painting -- For the child who has fine

motor problens, finger painting is special fun. It's
all right to make a mess and every creatlon isa
unique painting.

Shaving cream - Can be used dnrectly on the
table for finger painting.

. Large chalk, magic markers and crayons - Easy

to grasp; for a child whose fine motor coordina.
tion needs improving. these large art tools are¢
very helpful.

. Tearing collage - Children use different pictures

to ake a picturc ot their own. The child works
on tearing. glueing and placing his materials to
design a picture. Tearing is casier than cutting and
a good exercise.

. Qutting  Teaches motor skill. It i a perceptual

motor task involving aim, directionality, and
continual motion.

Gluecing  Almost anything s fun to glue to-
gether. We have included a sample *Beautiful

o9
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14.

Language Activities

. Rigaroni
shoelace-end strings and/or glued to a picce of

. Clay (modeling clay. grey potter's clay)

. Paper bag puppcts

Junk™ list which vne might send to parents in
order to obtain glucing materials. (See section
Vil of Appendix 1))

Glucing large objects, 3-D sculpture
jects are more casilty manipulated than smaller
items. Using Large objects in art tor children with
fine motor problems allows them both to be
creative and improve manual sKills such as grasp-
ing. placing objects, and glucing.

Large macaroni: can be strung on

paper to make a cullage. This medium can be used
to develop tine motor dexterity. Rigatoni can also
be used for work with numbers,
Even
for children with severe fitte motor problems, this
is a very good expressive medium. All children
enjoy and are able to pound. squeeze, and roll the
clay. It's good for helping children release ten-
sion. There is never any failure involved; cach
child creates something on his own level.
Play dough - Recipe: 3 cups flour
: 1 cup saht

water to mix
The child enjoys using pup-
pets he makes. The child learns body awareness
by having to propcrly order facial arrangement.
Manual skills of cutting. pasting. and/or drawing
are also developed through this medium. A great
way of getting a child to verbalize and act out his
feclings. Puppets can be made from paper plates
too,

For language-deprived children

and children with expressive problems.

1.

te

involve parents in your program.

Ficld trips 1) Prepare child betore the trip. 2)
discuss afterwards (use experience charts). Field
trips take lots of thought and planning. Discussing
where you are going and what you will sec always
helps to prepare children. Transportation to and
from the trip should be mentioned tou, be it
walking or driving. Follow-up with the children
helps to. reipforce what they did and saw.
Experience charts make everyone feel that their
impressions of the trip are important. Constitutes
a reading readiness activity. This is 3 good way to
Bring them
along to help you supervise.

Ncighborhood walks — With follow-up language
activity. These walks encourage children to ob-

>

Large ob-

6.

t)_

10.

. Doctor’s kit

serve their immediate. environment and then talk
about what they saw.

. Smelling bags  Put perfumne, coftee, lemon peel,

orange rind, cotton soaked with vanilla or almond
extract, for example, in a small container and let
the children discuss the differences between
aromas.

Feeling boxes  Shoe boxes filled with many
different objects; old pieces of cotton, velvet. fur
or corduroy, picce of sandpaper. button, foam
rubber. rocks, feathers. Let children discuss the
ditTerences between textures.

- Used by children. a doctor's kit
teaches about health and promotes peer interac-
tion. It lessens the fear of going for a check-up
and reinforces the concepi of community
helpers. For a child who is being hospitalized or
was recently hospitalized, it reduces the anxiety
he feels. and gives him a chance to express his
experiences through dramaiic play.

Nonsense rhymes and simple rhyming games -
Rhyming promotes auditory discrimination and

the basis for a later enjoyment of literature.
. Caregory games  Q: 'm going to the 200, what

would 1 see? A: Market, beach, playground, farm.
Reinforee field trip experiences. increase vocabu-
lary. and develop the concept of¢lassification.
Impromptu characterization of children’s stories
cg. Three Bears. Caps for Sale, Billy Goats
Grutt. Thildrep have a chance to act vut stories
they've already heard. This dramatization *is a
combination of 3‘vcrbalu.mon. listening, self-
expression and social awareness.
Dress-up clothes - Children enjoy tole-play as
grownups or other children. This reinforces
concepts of family and community constellations
(i.e.. fireman, policeman, doctor, mailinan). Pro-
motes socialization.
Housckeeping  comer  Broom, c.lrpctr.\wcpcr.
child-size 1able and chair. plastic dishes, pots and
pans. doll bed. dressup clothes, mirror, toy
appliances (nice if you can afford them: but don't
forget they can be homemade too. Save empty
food dartons and cans so Kids can cook and serve
with them), Kitchen utensils. This corner is good
Tor dress-up and other kinds of dramatic play. It
encourages verbal interaction between childien.
Guessing games  Enhance creative ideas. proh-
lemssolving and verbaldnteraction.
Telephones, toy orreal  Check with your phone
company and sce what they will lend or donate.
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13.

14,

I8,

19,

-

20.

ME

. Lotto

. Puppets

2) story records

3) musiv

Develops conversational skills, social skills, and

number identitication,

Flannel boards  When working on their own,
children enjoy using flannel boards to hake up
stories. When working with the teacher, various
coneepts can be introduced or reinforeed (..
tamily , nutrition, numbers and sciencee).

Picture file  Magavzine pictures and/or teaching

-piciares; gives children a chance to make up their

own stories thereby developing their imaginative
and verbal abilitics.

Teaches the child «to match visually,
visually associate. and identify objéets.

. Show and Tell  Gives cach child a chance 10 tell

sovmething important about himself. This activity
is an introduction to speaking in tront of a group.
If you don't have puppets you can
draw a face with a pen on a child's thumb. Start a
conversation. Children often find #t casier to
express themselves through the puppet lh.m
speaking directly to you.

Doll houses  Children like 10 play m.nkc-beheve
with their friends. Dolls and doll house activities
help the child express his emotions through
imaginative play and reinforce the child’s familiar

concept. .

Records - 1) game records (eg., Going to the
Zoo)  Children pretend thcy are different
characters. -

Children listen and are atten-
tive to these stories.

_teaches rhythm. songs: enhances audi-

tory discrimination and word buitding.

Photagraphs of the children - Reintorees the
child’s self-concept: promotes verbalization.
Books  Assist i developing  attention  span.
teach children new concepts. Being positive while
reading to the class helps make children want to

. he able to read by themselves. Here are a few

23.‘(im'ssmg CONMMEN Nises

14

sugyestions for reading to preschool children:

Children like books with lots of pictures
and tew words. Hold the book at an angle
that allows all children to see the pictures.
Read the book by yourself first so you
know the story. Let the children tell you
what they see in the piciures und what they
think is poing to happen next.

Children close thei
eves while teacher o another child turms on
radio, rings bell. snevses. snores, makes train

]

Y

to
‘o

noises, animal noises. Helps develop auditory
discrimination and - entification of sounds.

. Whisper games Children learn to differentiate

voice pitches and interpret what they hear.

Verbal sequence 1) Somcone starts a story,
stops and the next child continues the story. )
Experience chart which sequences field trip activi-
ties. 3) I must go downtawn . . 4) Song: Aichen
Drum, Old MacDonald Had a Farm, Farmer in the
Dell, B-I-NG-O. Ten Little Indians, Where is
Thumbkin?, Head Shoulders Knees and Toes,
Eency Weency Spider. I'm a Little Teapot. Help
children organize thoughts and verbalize them in
proper sequence.

V. Activities Which Promote Intellectual Development

1. Matching - Dominoes,

(5]

" Shape sorting box
6.

simple” concentration,
Lotto, fit a space, Candyland, Winnie the Pooh,
match-mates (alphabetized and numerical puzzle
cards). parquetry design cards and’ blocks. 1"
cubes and 1” cube design cards.

. Sorting - Beans, peas, macaroni, etc.; colored

beads,- shape blocks: baseball cards: pictures;
graded cylinder blocks: poker chips; mailboxes:;
sorting boards; flannel boards; magnetic boards;
colorforms; picture Lotto; geometric sorting
beard. Develops 2bility to classify objects and
recognize similarities and differences, and begin
to learn number concepts.

. Pasition in space  Simon Says. Follow the Lead-

er. Go In and Qut the Window. Giant Steps.
Help the child develop budy awareness, directions
(c.g.. up. down, left, right). his relationship to
environment while participating in a peer group

Cactivity,'

Sequence activities  Visual discrimination. Car-
toon strip puzzles (put in order), follow the dots
(1-5). cuisenaire rods (in order from sniallest to
largest). stack rings. Kitty in The Keg, sequence
cards, colorforms, counter cards, geometric
puzzles, form puzzles, Montessori inserts, stack
toys, shape inscrts. These reading readiness activi-
tics help the child learn to discriminate differ-
cnces of attributes, social awareness of proper
sequenccs.

or Playskool mail box.
Counting activities  Counting. ordering, number
names, and one-to-one correspondence.

V1. Cooking - These simple cooking activities are fun and

casy. They allow the children in your - class a ehance to

71
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learn about what they eat, how difterent foods are.

made, and what's good for them. Copking also helps
improve language skills, tine motor courdination and
various number concepts.

te

V)
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Sandwiches - Spreading  and  cutting are  good
developmental skills. Children love making sand-
wiches.

. Chocolate milk  Pouring, measuring and stirring

are all skills that can bhe developed through
making this.

. Jello  Helps understanding of transtormation.

Changes from warm liquid to solid right before
your vefy eyes. Making it involves careful puunng
which helps coordination.

CPudding Quick and 2asy. Stirring the pudding
over a low flame brings about a gradual change in
its consistency.

. Frozen juices  Needs t» be shaken and children

like doing it.

. Popcorn - Easy to make and children like the

popping noisc of Yhe kernels. The kernels are
changed from small. yellow, dried seeds to large,
white popped corn.

. Lemonade  Squeezing lemons to make lemon

juice helps to develop marual strength and
coordination.

. Fruit salad - Children enjoy cutting up all kinds

of fruit and mixing them together. This activity
helps your class learn the names of different
goods as well as how to cut various fruits.

. Bunter  Heavy cream in a jar with lid and shake.
. Whipped cream  Just shake heavy cream in a jar

or use an egg beater with sume heavy cream and
add a little sugar, maybe some vanilla and you
have a great topping for cakes, jello, practically
anything. Shaking involves grasping, wrist and/or
arm movements. Egg beaters also require wrist
muovements and grasping.

Applesauce  Peel and core apples, cut them up
and cover them with water. Your class will enjoy
cutting the ap. les, stirring the sauce and cating
the end result of their work. Through this activity
they will also improve their manual skills.

Tuna fish salad An casy. fast cold dish. It
involves cutting up vegetables (i.c.. celery). mea-
suring and mixing.

. Hard-hoiled eggs - Easy to make. Children enjoy

learning the difference between liquid and solid
egus. Peeling these eggs also helps enhance the

~ ¢hild’s manual coordination.

L

14, Vegetable soup - Beei or chicken broth with'
cut-up vegetables: children lcarn the names of
vepetables that they eat. It's fun to introu. ce
new fouds through class cooking projects.

15. Scrambled eggs - Children like cracking the eggs.
pouring. stirring and cating them.

16. Complex cooking activities - - The following are a
little more complex than the.others. Because of
this. these activitieg require the teacher to take a
more active role ahd provide more equipment.
These recipes involve measuring, pouring, mixing,
kneading (bread), cookie cutters (Christmas

*  cookies), and decorating.

Birthday cakes

Jimmies (sprinkles, shots) - for decorating cakes
and cookies

Cookie dough

Bread dough

Christmas cookies

French toast

Pancakes

VII. Beautiful Junk Most of these items can be tound
around the house and are useful in your Head Start
classroom for collage. storing equipment, and adding
to the housekeeping corner. Circulating a list helps
parcnts take a more active part in Head Start and
increases your classroom supplies.

cmpty boxes shoe boxes any type
paper towel or tissue

old ribbons

cookie-box paper and trays
egg boxes

plastic spools from cameras
containers that slide and move
wrapping paper

cereal boxes

milk or juice containers

cloth

soup cans and other cans
nails.and wood scraps

bottle tops

plastic bottles .
sponges

hair rollers

baby food jars and tops
cotton

plastic or paper straws
popsicle sticks
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plastiv containers

old sheets. table cloths

thread spools ) artiticial flowers
" old sucks old clothes
paperbags ¢ pine cones
dried beans or peas birch bark
foad coloring clothes pins
alum:wm foil old telephones
cardboard cgg beaters
‘magazines beads, sequins
newspaper shells, pebbles
cigarette packages broken crayons
matgarine containers wheels
wallpaper scraps keys
buttons plastic spoons and forks
string sandpaper
~ toothpicks wallpaper paste
fruit or meat trays tonic, beer crates
clothes hangers carpet scraps

corks

funnels. measuring cups
squeeze or squirt bottles
pill containers

floor tiles

pieces of screen

tongue depressors

yarn

candles

zippers

sand

pieces of rope

picture frames

old pocket balls

old clocks

old jewelry

seeds

burlap

shoelaces

VIiL Children’s Books The fullowing books. designed to
be read to preschool children, deal with differences
between children. problems which occur during the
course of normal development, birth of a new sibling.
hospital visits. These are an enjoyable and subtle way
to open discussions about particular problems that

arise during the Head Start year.

A. Books that deal with normal problems and stembl-

4. My Friend the Babvsitter
5. Look At Me Now

6. Sometimes I'm Jealous
7. Sometimes I'm Afraid

8. Sometimes I'm Angry

These books are designed to help parents and
pr¢school children understand and overcome
normal deéclopmental problems and emotions
encountered by most children. The series,

ing blucks of development

.Berger, Terry. I Have Feelings. New York: Be-
_havioral Publications. 1974,
Seventcen different feelings. cach depicted by a
specific situation. ar: explained by the author.

Fischer. Hans. Pitschi. New York: Harcourt, Brace
and World, Inc.. 1953.
Pitschi, a curious kitten who longs to be
somcething clse besides a Kitten, learns that he
does enjoy heing a Kitten after all.

Switzer. Dr. Robert, Dr. J. Cotter Hirschberg. and
Jane Werner Watson. The Golden Press Read To-
gether Books for Parents and Children. New York:
Golden Press.

1. My Friead the Doctor
3 2. My Friend the Dentist

3. My Body  How It Works

although intended for parents and children, can
be quite uscful for classroom teadlng and
discussion as well.

B. Buoks about differences between chlldreh

*Beim. Jerold. The Smallest Boy in the Class.

William Morrow & Co., 1951,
The smallest boy in the class learns that other
things beside size are important.

Ericeson, Mary K. About Glasses for Gladys.
Melmont, 1962.
Children make fun of the way Gladys rcads and
writes until one day she gets glasses.

Ginshurg, Mim‘(illustrated by Jose and Ariane
Arucgo). The Chick and the Duckling. New York:
The Macmillan Co.. 1972,
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Newly hatched. a chick and a duckling explore

the world. They svon find out that what one

can do is not necessarily what the other can do
too. '

Green. Mary. Is It Hard? Is It basy? New York:
William R, Scott, Inc., 1960.
A boy and girl discover that ditferent things are
hard and easy.

Krasilovsky, Phyllis (illustrated by Ninon). The

Verv Little Boy. Doubleday and Co.. 1962, &
The very little boy finds that although he is
little he can be accepted.

Krasllnvsky. Phyllis (illustrated by Coe). The Ve
Tall Girl. Garden City, New York: Duubleday .md
Co.. 1V6Y.
The author gives a charming account of a little
girl who is taller than her friends.

Kraus, Robert. Leo the Late Bloomer. New York: ¥

Windmill Books. 1971.
Leo the lion takes longer than his friends to do
things until one day he catches up to their
faster pace.

- Ronnei. Eleanor C. and Joan Porter. Tim and His

Hearing Aid. Washington: Alexander Graham Bell
Association, $1.00
A picture book for childien wiy wear hearing
aids.:

. Books that deal with the birth of a new sibling

Hoban, Russell. A Baby Sister for Frances. New
York: Harper & Row, 1964,
Frances. a raccoon, is jealous of the new biby
sister but learns to like her.

Langstalf. Nancy. A Tiny Baby For You. New

York: Harcourt. Brace and World. Inc.. 1955,

‘ 59079

Real photographs and text show what a new
baby is like. -

Schick, Eleanor. Pegey's

Macmiltan and Co., 1970,
Although Peggy really wanted a dog, not a new
brother, she comes to realize that her new
brother will be somchudy to share things with.

Ncw Brother. New York:

Schicin, Miriam. Lawric's New Brother. Abelard,
196l.
- Laurie learns to accept a baby as a new member
ot her family.

. Books that help premm chikdren for Imp:?al_ _

visits

Chase. Francine. A Visit to the Hospital (illus-
trated by James Bama). Preparcdggeder the super-
vision of Lester L. Coleman, M.D. New ank
Grosset and Dunlap. 1971.
Stevie goes to the hospital to have his tonsils
out. The book helps prepare children for a
hospital visit by acquainting them with what a
hospital is like, and the roles of doctors and
nurses in their visit.

Shay. Arthur. What Happens When You Go to' the
Hospital. Chicago: Reilly and Lee, 1969.
Karen's progress from the doctor’s office to the
hospital and honie again after her tonsillectomy
is described in an interesting narrative and vivid
photographs of the whole proccss.

Rey. M. Qurious Geotge Goes to the Hospital.

" Boston: Houghton and Mifflin Co., 1966.

A child's fears about going to the hospital will
be relieved as he reads about Curious George,
the monkey. and his exploits in the huspital.



Appendix 2
BIBLIOGRAPHY

b

in order to guide Head Start staff tow..d materials that
will be uscful in supplementing understanding of growth
and development of children as well as particular special
needs, we have compited the following biblivgraphy. This
bibliography has been a cided into five sections.

Section |

Child Development: Books and’articlcs in this section dg
with physical. emotional and intellectual growth of chi
dren. Through these bouoks the reader can develop an
" understanding of how children in general grow and learn,

Section I '

Quick Reference: A collection of books and articles which
will help the reader obtain some helpful. casy curriculum
ideas and classroom activities: and materials that offer a
simple discussion of special needs. This section provides
materials that can be used quickly and easily to answer
staff’s questions.

Section Il

Further Information: This section provides more extensive
reading in the areas mentioned above. These references are
particularly helpful if the reader wants to broaden his/her
knowledge in a certain field.

Section IV

Films: These films give a realistic portrayal of children with
special needs in their daily home and school life. Rental
varies from hetween $10 and $38 for each film.

Section V

Publishing Houscs and Directories of Services: Lists the
major publishing houses for most of the materials listed as
well as other writings in the areas of child development.
education and children with special needs. This section also
provides directories of services that have beer compiled by
specified organizations in the above fields.

1. CHILD DEVELOPMENT

Buxbaum. Edith. Your Child Makes Sense: A Guide-
hook for Parents, Mew York: International Universi-
ties Press. 1949,

This book focuses on the physical, emotional and
intellectual development of young cliildren in
very practical terms. Questions such as why

. children suck their thumbs, why they sometimes
disobey, bedwetting, sex play and many more are
discussed.

Fraiberg, S. The Magic Years: Understanding and®
Handling the Problems of Ekarly Childhood. New
York: Charles Scribner's Song#1959,

A practical book which discusses developmental
problems of children from birth to six years.

Gesell. Arnold. et al. The First Five Years of Life. New
York: Harper and Row, 1940,

This book is useful as a guide to what children in
general are like at different ages. However. it is
useful to remember when reading it that there
are great differences to be- expected among
children at all ages. and that all children vary in
their rate of growth.

Hartley. Ruth E.. Lawrence K. Frank. and Robert M.
Golderson. Understanding Childrens Play. New
York: Crowell, Collier and Macmillan. Inc., 1957,

A general guide to understanding the develop-
mental significance of different forms of child-
ren’s play.

Hymes, James. The Child Under Six. Englewood Cliffs,
New Jersey : Prentice-Hall, 1963.

A simplified version of the development of the
child from birth to six years.

Murphy. Luis. and Ethel Leeper. Caring for Children
Scries. -ULS. Department of Health, Education. gnd
Welfare, Office of Child Development, Bureau of

Child Development Services. Washington, l)/( 1 US.
Government Printing Office.

Number One: The Wavs Children l.earmm DHEW
Publication No. ((OCD) 73-1026
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A practical, casy-toread pamphlet which tells Publication No. (OCD) 74-1034
how children leam, what they eed to know _This booklet looks itnto ways a child care
and how the teacher can help them learii. . center can ggovide the conditions that lead to

) . learning. 1t\gmphasizes that a healthy baby
s Number Two: More Than a Teacher  DHEW wants 10 learnQ@id will learn if the conditions
Publication No. (OCD) 73-1027 around him are right.for learning.
A pamphlet which tells how day care workers ' . -
contribute to the ¢hild's development by Number Teq: language Is For ' Communica-
giving him or her luye and undcrslnnding as tion - DHE blication No. (OCD) 74-103§
well as teaching. ’ : Brings out the .importance of a good knowl-
/ edge of language which opens the door to
Number Three: Preparing for Change DHEW communication, thus helping the child to
Publication No. (OCD) 73-1028 . grow socially and Yo increase his friendships.
Practical advice on how to help a <hild .
prepare for new and sometimes disturbing Salk, Lee. What Every Child Woukd Like His Parents to
situations in his lite. Know. New York: David McKay, 1972,

. \ ) ) Parents and teachers will find this book very ,
Number Four: Away From P"dl“"' DHEW- helpful for understanding why children behave as
Publication No.(OCD) 73-1029° they do. Dr. Salk has very sound advice for

" l’ra,cuc:nl advice on finding the causes of and . dealing with both the questions young children -
prevention of bedlam in the child care center. ask ‘and so~called **problem™ behaviors.
Mumber Five: The Vulnerable Child  DHEW Stone, Joseph and Joseph_Church. Childhood and
Publication No. (OCD) 73-1030 " Adolescence: A Psychologof the Growing Person.
This buoklet describes some of the physical New York: Random House, 1968. ¢

and emotional handicaps that make a child
vulnerable. and talks about everﬁay fea.iand -
stress common to children.,

This book is a survey of hqman growth and °
development from birth through adolescence. Of-
particular interest to Head Start staff is the

Number Six. A Setting for Growth  DHEW discussion of the preschool (3 to 5 year old)

Publication No. (OCD) 74-1031 _ <hild. Stone and Church also presemt maleflal on

The booklet tells in detail how to make a “Disturbances in Development™ including’a sec:

= - ¢child carge center into a homelike. cheerful ' tion on toddlerhood and the prc-schml years.

place reflecting warmth and security as a good The authors make their material extremely

home does. : readable while presenting core facts about de-
velopment.,

Number Sceven: The hdividual Child  DHEW-

Publication No. (OCD) 74-1032 K
Describes the uniqueness of each child making
clear that every child is ditferent in appear.
ance. temperament, abilities. and attitudes.

Spock. Benjamin, M.D. Baby and Child Care. New
York: Pocket Books, Simen and Schuster, April
1973.

-~ Dr. Spock’s classic book addresses parents’ ques.
tions about their children. Of particular interest
to the preschool teacher and parent is ihe
section on children aged three to six. For the
integration of children with special needs into
llcad Start. Dr. Spock has a section on Special
Problems including a chapter on the handic
capped child.

Number Fight: From 1" o0 “We” DHEW
Publication No. (OCD) 74-1033
A guide for child center personnel to teach
the child to grow up physically. mentally and
socially apd to grow out of his “I" selfish
confines of his cgo world and become a
sucially responsive citizen of a “We" world.

\umber Nine: Conditions for Loarning DIEW Woodward, (0. M. The Earliest Years: Growth and
. . '
76 ' "
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Development of Chikdren Under Five. New York:
Pergamon thess, Y06

Deals with patterns of normal  development
duritg the {irst five years of life with special
consideration given to habittraining in areas such
as teeding and toilet-training. The values oI play
and suitability of play materials are also covered.

L3

. QUICK REFERENCES

Children With Special Needs
\ The Exceptional Parent Magazine: Practical Guidance
\ . for the Parents of Exceptional Children. Boston:
A Psy-Ed Corporation. . .

A new magazine that will be of interest to anyone
. concerned with special children. It deals with special
. problems from the parents’ point of view, provides
; ‘technical information stripped of professional jar-
: gon and practical advice on day-today care. Pub-
lished 6 times a year. subscriptions are $2.00 a

" cupy. $12.00 a year. Write the Psy-Ed Corporation,,

Curriculum Ideas, Classroom Activities

Braley. William T.. M. Ed., Geraldine Konick. and

Catherine Leedy. Daily Sensorimotor Training Ac-
tivities: A Handbook for Teachers and Parents of
Preschool  Children.  Educational  Activitivs, Inc.,
Freepurt, Long Island, New York, 1968,

This daily activity guide gives the teacher a compre- )
hensive curricufum aimed at improving the child’s
sensorimotor skills. This manual is great for all

. children, but especially for the child who has not

yet been able to effectively integrate his sensori.
motor skills. -

| Brown, Carolyn. For Beginning-to-be Teachers of

Beginning-to-be  Students. Nashville, Tennessee:
Demonstration and Rescarch College for Early
Education, George Peabody College for Teachers.

- 1971.81.50
‘A simple and practical guide for teachers just

starting to teach preschool children. It includes
materials about c;hlld development, curriculum and
working with parents. :

»”®

264 Beacon Street, Boston, Massachusetts 021 16.-'

, Engel, Rose C.. William R. Ried, and Donald P,
Granato, Sam and Elizabeth Krone. Day Care &: Rucker. Language Development Experiences for Young

Serving Childrén with Special Needs. U.S. Depart-

ment of lealth, Education and Welfare, Office of

Child Development, 1972,

* An excellent discussivn of staff, parents, curricula,
‘and materials needed in day care prdgrams for
Yhildren with special needs.

Kleth, Ds.-Jenpy. “When llandicapped Children Join
Regular Classrooms.” l-Rl(‘Il:(‘l- Ncwslcllu Vol. 7,
No. |, June, 1973,

Dry Klein provides helpful ideas to teachers who are

_integrating handicapped children into their classes.
The article focuses on teachers, parents and children
involved in this process.

\
Spock, Benjamin ‘and Marion Lerrigo. Caring for Your
Disabled Child. New York: The Mucmillan Co.,
1965.
(Also in paperback. Collier-Macrinillan Publishers)

A reference book for parents on caring for their
disabled children: suggestions about medical care.
education, home management. :

Children. Department of Exceptional Children,
School of Education, University of Soulherp Cali-
fornia, 1966.

This book provides help to the teacher in a twofold
manner:

1) it explains what the pattern of normnl lan-
guage development is, -

2) it provides many classroom experiences that
foster language learning.

Kircher, Clara J. Behavior Patterns in Children's Books:

A Ribliography. Washington, D.C.: The (‘alhuln
University of America Press, 1966.

Children’s bouoks are divided according to varivus
arcas of special concern (e.g., physical handicaps,
differences between children). These children's
books are useful in opening discussions in thsse
various areas.

School Before Six A Diagnostic Approach. Depart.

ment of Human Development and Family Studies,
Cornell University. Ithaca, New York 14850. $5.00

M
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A complete ﬁrcschuul curriculum. Pages and pages
of god ideas. .

Teaching Exceptional Chikdren, The Council for Excep-
tional Children, 1920 Assuciation Drive. Reston,
Virginia, 22091, $7.580/vear. 4 issues.

This magazine provii ;3 many c¢reative curriculum
ideas (or children with special needs from preschool
through adolescence.

Tm.kcr Dorothy, Barbara-Jcanne Seabury, and Norm.n
Canner. Foundations for Learning with (reative Art
and Creative Movement. Massachusetts Divison of
Mental Health, Dep.mmcm of Mental Health,
1967.

This book. originally developed for Massachusetts
Head Start, is an excellent source of ideas for
creative art and movement in the preschool class-
room. The authors focus on various areas of
development: language and communication skills:
farge ind-small motor development: sensory image:
budy image." The book also provides curriculum
ideas for activities in cach of these areas.

Warner, Dianne and Jeanne , Quill. Beautiful Junk.
DHEW Publication No. (OCDJ 73-1036p5. US.
Department of Health, bducatjon, and Welfare,
Office of Child Development, Project Head Start.

Washington. D.C.: 1.S. Government Printing Office.

1]
A list of sources of free br inexpensive materials for
* carly childhood programs and suggestions about
how ti use them.

Blind and Visually-impaired Children

Krebs, Mrs. Gordon. The Blind Child in Kindergarten.
New York: Commission for the Blind. New York
State Department of Social Welfare, 270 Bm.}dw.ny
Booklet No. 202, :

.. kindergarten teacher tells of her experience with
two blind children in her regular classroom. Dis-
cusses cooperation, acceptance by other children,
adaptations of the peogram

Moor. Pauline M. A Blind Child. Too, Can Go to
Nursery School. New York: American Foundation
for the Blind. Preschool Series No. |, 1962, 25¢

An excellent pamphlet describing the integration of

blind children into regular nursery schoul pragrams.
It discusses the questions raised by nursery school

teachers about enrolling blind children: how to -

introduce the child to the school: what to expect of
a blind child in terms of participation in activities
and perfermance: how to prepare the other children
for a blind child in the class.

Moor, Pauline M. ]
Training a Blind Child.”” American Foundation for
the Blind, 15 West Sueel New York, New Ymk

This pamphlet offers a concrete prograny Yor toilet
training the young hlind child. /~

Moor, Pauline M. “What Teachcrs.nte Sa‘ing About

the Young Blind Child.” The Journal of Nursery.
Education. Vol. XV, No. 2, Winter, 1960,

Ms=Moor discusses various aspects of the preschool
experience for the blind child in a class with sighted
children. Concerns and needs of teachers and
parents are all considered in paving the way for a
blind child to enter a regular preschool, .

Preiffer. Elsbeth, Study of Joe A Blind Child in a
Sighted Group. New York: Bank Street College of
Lducation, 69 Bank Street 10014, 1958,

An excellent pamphlet written by a teacher about
Joe. a blind child who etered her regular nursery
school program. Describes in detail the daily activi-
ties Joes could join in-and how stalf were able to
adapt their program to meet his nceds.

Children With Cerebral Palsy

Finnie. Nancie. Handling the Young Corcbral Palsicd
Child at Home. New York: E. P. Dutton and Co.,
1968.

An excellent guide for parcnts. nurses. therapists
and others involved in caring for young eerebral
palsied children. Hints on carrying.“hathing. toilet
training. dressing, feeding, playing. Contains a list of
addresses of suppliers of accessories and equipment,
chairs. feeding and drinking uicasils, strollers. toys.
ete.

Children With Cystic Fibrosis

National Cystic Fibrosis Rescarch Foundation, A C/F

Child Is In Your Class: A Teacher's Guide to Cystic *

60053

/

“Toilet Habits: Suggestiuni’a for



Fibrosis."" 337 Peachtree Road, N.E.. Atlanta,
Georgia 30326,

Pamphlet availuble from abhove address or your local
chapter. -

Especially geared for teachers, this pamphlet ex-
plains what cystic fibrosis is and how you can
accommodate the child who has C/F in your
classroom.

National Cystic Fibrosis Rescarch Foundation. “Your
Child and Cystic Fibrosis.™ (sce address above)

This pamphlet explains to parents who have a child
with cystic fibrosis the origins of the problen s and
what parents and doctors can do for this shila. This
explanation. of cystic fibrosis would also be very
helpful 10 a teacher who has a child with cystic
tibresis in her class.

*

Children With Epilepsy

Barrows. Dr. Moward S. and 1. Eli S. Goldensohn.

~ “Handbook for Parents.” Ayerst Luboratories, Ing.
Distributed for no charge compliments of yogr local
pilepsy Association chapter.

This pamphlet explains in a straightforward manner
what epilepsy .is. how it is treated. and how it
aftects the child who has it. 1t is a good first
exposure to understand epilepsy.

Children With Hearing and Speech Problems

~

Adler. brving and Ruth. Yuer Ears. New York: The:

John Day Company. $2.68.

Easy to-read information on the ear and hearing.

Iy You lave A Deap Child: A Collection of Helpful
Hints to Mulhcr§ of Deaf Children. Urbana. Bhinois:
University of Jllinois Press. $1.00.

Myklebust. Helmer R. Your Deaf’ Child: A Guide for
Parcnts. Springtield, Minois: Charles C Thomas Co.,
1950. $4.70.

This book describes the kinds of problems confront -
ing parcnts m caring for the deat child and pays to
meet the child’s ncﬁs.

NN

Paliner, Charles C. Specch and Hearing Probloms: A
Guide Jor Teachers and Parents. Springtield . Hinois:
Charles C Thomas Co.. 1961,

60084

>

*

An excellent bogk .in question and answer format °-

divided into two parts: the first deals with specch
problems, the second with hearing problems. Sug.
gestions of what to do and where to godpr help.

Project Head Start Rainbow. Series.- Speech, Lamguage,
and lcaring Program, Booklet No. 13. DHEW
Publication No. (OCD) 73-1025. US. Department

- of Health, Education, and Welfare, Qifice of Child
Development, Washington; D.C.: U.S. Government
Printing Office.

This pamphlet provides a good readable explanatmn
of the Heud Start language program, normal k.
. guage development and developmental problems.

Taylor, Martha L. Understanding Aphasia. Patient
Publication No. 2. The Institute of Physical Medicine
and Rehabilitation. New York University. Bellevue
Medical Center. New York. 1958,

Practical suggestions are provided for understanding
and working with the aphasic child and his family.

Mentally Retarded Children

Bensherg, Gerald. Teaching the Mentally Rt'l:;rdcd A

Handbook for Ward Personnel. Atlanta, Georgia® \

Southern Regional Education Board, 130 Sixth
Street, N.W. 3031 3 $3.00.

An excellent manual for parent and teachers as well
as ward personnel. It presents principles and
methods for teaching the mentally retarded the
various skills and information required for them to
be as independent as possible  language develop-
ment, self-care, ete.

Klchanott,  Harrier. r. “Lewis B. Klebanoff and
Dorothy G. Tucker. Home Stimulation for the
Young Developmentally Disabled Child. Media Re-
soutce Center, 633 Trapelo Road, Waltham, Massa.
chuscéus, 1973,

This manual is currently being reprinted and should
be available in the immediate future at a price not
yet specified. Althe. 'gh this book is designed fi
parents of very young mentally retarded children,
Head Start statt will find that the information can
be extended into dealing with these children at the
Head Start level. The narrative combined with many
plotographs of children and parents presents the
watetial in an interesting and readable format

749
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levinson, Abrahain. M.D. The Mentully Retarded

Child. John Day Co.. New York, 196S.

Dr. (Levinson discussed various aspects of mental
retardation including parental reactions to a child’s
retardation as well as educational implications for
the child. A heloful queﬂiuin and answer section
speaks to many common | questmm about the
retarded child.

¢ Children With l..eamlns Disabilities

Howers. Ann M. llclpmg thc Child With a Imming
Disability: Suggestivns for Parents. Danville, -
nois: intérstate Printers and Publishers. Inc.. 1969.

: Written for parents of children with learning dis-
« -, abilitics, this booklet-provides information on the
mature of learning and sugeésts activities parents
- may use to help children become more aware of

thie envitonment and (o stimulate their learning.

e ' /
Golick. Margarct. A Parcnt’s Guide to learning Prob-
lems. Montreal. Quebec: Quebec Association for
Children With Learning Disabilities, 1970.

Useful«for both parents and teachers. this guide
discusses how to help the child with learning
problems assume responsibiity. The learning
process is described and learning activities are
suggested which can be carried out in the kitchen
and elsewhere in the home.

Gm‘dc: Jor Parents of Learning Disabled Children. San
Katael. California. 1969, .

‘Written for parents of children with learning dis-
* .+ abilities. this text otters practical hints for the
solution of recurring  educational. physical and
;u.'ial problems.
* Hart. Ilamc and Beverly Jones. Where's Hannah? A
. Ilandhnuk Jor Parcnts and Teachers of Children
with Learning Disorders. Néw York: Hart Publishing
e Company. 1968,

“Mannah's parents help her learn thro: - .. breaking

down and simplifying tasks.
Children Wi;ll Social and Emotional Problems

Minde. K. A Parent’s Guide 1o Hyperactivity in
Children. Mopitreal. Quehec: Quebec Associagion for
Childr=n-With Learning l)mhlllllu 1971.

L)

Discusses the causes and effects of hyperactivity in
children. how parents can help the hyperactive
child. different methods of management and pos-
sible problems arising during a day with a hyper-
active child.

iil. FURTHER INFORMATION
Children With Special Needs

Calovini. Gloria. The Principal Looks at Classes for the
Physically Handicapped. Washington, D.C.: The
Council for Lxceptional Children, NEA. 1201 Six-
teenth Street. N.W.. 1969. $1.75.

Feeding the Child With a Handicap. Public Health
Service, Health Services Administration, Bureau of
Community Health Services. Washington, D.C.: US.
Government Printing Office.

This pamphlet provides many helpful suggcstiéns to
the parents of a handicapped child who has bleeding
problems.

Kough. Jack and Robert De Haan. /dentifving Children
With Speciai Needs. Science Research Associates.
inc.

A hook to help identify children in the classroom
with potential special needs. Lists observable charac-
‘teristics of children with hearing and visual prob-
lems, physical disabilities. speech problems, learning
and emotional problems.

Richiwond. Julius B., M.D. “The Family and the
Handicapped Child.” Clinical Proceedings. Child-
ren’s Hospital National Medical Center. Vol. XXIX.
No. 7. July. 1973, pp. 156-164.

The psychological adaptive processes that a tamily
undergoes upon learning of their child’s handicap
are described by Dr. Richmond.

The Volta Review. Washington. D.C.: Editorial Office.
1537 35th Street. N.W.

A monthly magazine which contains articles for
both professional workers and parents. Membership
tee is $3.00.

Curriculum Ideas, Classroom Activities

Behrmann. Polly and Joan Milhnan. Excel: Experience
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Jor Chikdren in Learning. Cambridge. Mass.: Educa-
tors Publishing Scrvice, Inc., 1968,

A goud collection of simple activities to promaote

~ oral expression. visual discrimination, auditory dis

crimination. and wmotor coordination in preschool
children. 1t emphasizes tamily oriented  activities.
but is also useful in the classroum,

Dorward, Barbara. Teaching Aids and Tovs for Handi-

capped Children. Washington. D.C.: The Council for
Exceptional Children, 1960. $1.75.

Describes how to make and usc a number of

teaching aids and toys for cerehral palsied children .

of nursery school and Kindergarten age. The toys ° '

have also been used with brain-injured, mentally
retarded and multiple-handicapped children,

Frantsen, June. Toys, the Tools of Children. Chicago:

National Saciety tor Crippled Children and Adults,
2123 Ogden Avenue (0612, 1957, $5.00

Analysis of toys and their use with normal childsen’

and in the training and treatment of the physically
disabled. Useful as a selection guide for parents,
teachers, therapists, physicians and others con
cerned with children's growth and development.,

Gordon, Ronnie. The Design of a Preschool *Learning

Laboratory ™ in a Rehabilitation Center. Rehabilita-
tion Monograph No. 39. New York: Institute of
Rehabilitation Medicine. New York University Med-
ical Center, 1969,

Focusing on the “‘Learning Laboratory™ at the
Institute of Rehabilitation Medicine. this booklet
provides helptul suggestions for integrating physic-

ally handicapped  children into preschool  class.

roons.

Gordon. Ronnie. The Design of a Preschool Thera-

pentic Plavground: An Qutdoor “Learning Lahora-
tory. " Rehabilitation Monograph  No. 47. New
York: Institute of Rchabilitatinn Medicine. New
York University Medical Center. 1972,

This booklet offers practical suggestions for play-.

mounds tor the physically handicapped preschool
child.

Karnes, Merle B. Heiping Young Chikdren Develop

Language Skills: A Book of Activities. Alington,

Virginia: The Council for Exceptional Children,
1968. $3.50 .

A book of activities for teachers to help all
. preschool  children  develop skills related to all
- aspects of language development.

Valette, R. E. Modifying Children’s Behavior: A Guide
Jor Parenis and Professionals. Palo Alto, California:
Faaron Publishers 1969,

‘Presents information for parents on behavior and
behivior modification for use in self-instruction,
pareit counseling, parent education or - teacher
inservice training.

Weihart, Rogers and Adcock. The Cognitively Oriented
Curriculum: A Framework for Preschool Teachers.
Publications Department. National Association for
the Education of Young Children, 1834 Connecti-
cut Avenue, N.W., Washington, D.C. 20009. $3.50

A useful approach to learning in the preschool.

Blind and Visuaily-lmpaired Children

Burlingham. Dorothy. Psvchoanalytic Stadics of the
Sighted and the Blind. International University
Press, 1972,

Divided into two sections, one dealing with sighted
children, the other dealing with blind children: the
author offers a comparison of their development.
From both an educational and psychoanalytic view-
point the author discusses special problems the
blind child encounters in routines and experiences
that have been designed for the sighted child.

Fraiberg. Selma. Marguerite Smith, and Edna Adel-
son. “An Education Program for Blind Infants.”
The Jourmal of Special Education. Vol. 3. No. 2.
Summer, 190,

This program focuses on the establishinent of a love
bond between the non-sighted child and his parents
as the basis of the child’s developmental sucocss.

Halliday. Cavoi. The Viswally-Impaired Child: Growth,
Leaming.  Development, Infancy to School Age.
Louisville, Kentucky: American Printing House for
the Blind, 1971, $3.28

An excellent  practical inanual for parents and
teachers on the care, training and instruction of the

8}
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visually impaired child from birth until entry into a
tormal school program. It describes the basic needs
a visually-impaired child shares with all children and
presents in outline form how all children normally
develop. It lists and describes educational materials
and practical techniques to help the visually-
impaired child at each stage of development.

Pelone. Anthory. Melping the Visually Handicapped
Child in a Regular Class. New York: Teachers
College Press. Teachers College., Columbia Uni-
versity, 1957, $2.25

Describes the needs of children with visual problems
in regular classrooms: the roles of various school
personnel (nurse. teacher, counselor, psychologist) in
‘meeting these needs; curriculum adaptations for the
regular classroom setting. It deals with school age
children on!y.

Smith. Marguerite A.. Morton Chetnik, and Edna
Adelson. “Differential Assessment of ‘Blindism'.”
American Journal of Orthopsychiatry. (ctober,
1969. Vol. 39, No. 5. pp. 807-818.

‘Blindisms’. repetitive behaviors which range from
simple to complete ritualistic actions are often
exhibited by blind people. This longitudinal study
discusses some reasons for the formation of these
behavior patterns through documented case his.
tories.

Tovs For Early Development of the Young Blind
Child: A Guide for Parents. Springficld. Illinvis: The
Office of the Superintendent of Public Instruction,
1971.

A list of toys to help the blind child in his carly
development. Toys are categorized according to
purpose and age of the child from infancy to age
three.

Children With Cerebral Palsy

Cooper. John M. and Laurence E. Morchouse Assisting
the Cerchral Palsied Child  Lifting and Carrying.
Booklet 1: In the Home: Booklet It: Outside the
Home. United Cerebral Palsy Associations, 321 W.
44 Street. New York, New York. 1959,

These hooklets are designed to help parents and
school personnel to transport the child with cerebral
palsy in the least strenaous ways poussible.

Helsel, Elsie. Sherwood Messner and L. Leon Reid.

" Opening New Doors to the Cerebral Palsied Through
Day Care and Development Centers. New York:
United Cerebral Palsy Association. Inc.

A “booklet discussing the administration. program.
‘staff and parent services in day care programs for
cerebru: palsied children.

Please Help Us Help Ourselves. United Cerebral Palsy
Association of Central Indiana, Inc., 615 Alabama
Street, Indianapolis, Indiana, 46204. 5200

This manual contains directions l‘or cunstruumg
casily made, inexpensive adaptive equipment for the
physically disabled child — cardboard tables and
chairs, styrofoam sit-up table boxes, handles for
utensils and.games, bicycle pedals, etc.

~ Children With Hearing and Speech Problems

Greenberg, Joanne. In’ This Sign. New York: Holt,
Rinchart and Winston, 1970.

This is a novel providing an extremely sensitive and
informative picture of the difficulties of deaf people
in learning to vommunicate, and the different ways
these difficulties are overcome. :

Harris. Grace M. For Parents of Very Young Deaf
Children. Washington, D.C.: Alexander Graham Bell
Association for t!\e Deaf. 60¢

Lasstwan. Grace Harris. language for the Preschool
Deaf Child. New York: Grune and Stratton, Jnc.,
1950. $7.45.

A teacher of the deaf- discusses fundamental con-
cepts, activities and training techniques; also in-
cludes a design for nursery school and parent
education and selected case histories.  *

L.earning to Talk. Information Office. National Insti-
tute.of Neurological Diseases and Stroke, National
Institute of Health. Bethesdn, Maryland, 20014,
1969. 45¢

This pamphiet discusses speech, hearing and lan-
puage problems in the preschool child. It also
describes normal language development in children
from Imonth€to § years.

and Marpuerite Stoner. Play It By
Fducational Materials Depart-

Lowell. Fdgar L.
Far. los Angeles.
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ment, John Tracy Clinic. 06 West Adams Bowle-
_vard 90007. $3.50

Auditory training games for young deaf and hard-
* of-hearing children.

o

Newton. Mary Gritfith.
Washington, D.C.: Alex.mdcr Grahain Bell Associa-
tion.

Suggestions of books for nursery school through
+ grade 9.

Utle}b Jean. What's Its Name? Ji Guide to Speech and
Hearing Development. Urbana, lllinois: University
of Hlinois Press, 1968. - ‘

A workbook designed for parents and teachers of
hearing-impaired children. _

Mentally Retarded Children

~
Carlfon, Laura L. Play Activities for the Retarded
Child. New York: Abington Press. 1961. $4.00

Ideas for parents and teachers to help the mentally
retarded grow and learn though music. games.
handicrafts and other play activities.

Dittmann, Laura L. The Mentally Retarded Child at
Home - A4 Manual for Parents. Children's Burcau
Publication No. 374, US. Department of Health.
Education. and Welfare. Washington, D.C.: U.S.
Government Printing Office. 1959,

This parent manual has many suggestions day care
staff will also find helpful. It discusses toilet
training. dressing, cleanliness, speech. play. etc..
trom infancy to adolescence.

Ginglend. D. R, and E. Winifred. Music Activities for

Retarded Children A Handbook for Teachers and
* « « Parents. Nashville. Tennessee: Abington Press, 1965,
" $3.50

Neglected and Abused Children
Kempe, C. 1. M.D.. and R. k. Helfer, MDD, (eds.)

Helping the Battered Child and His Family. Philadel-
phia: Lippincott, 1972,

Provides ‘a practical approach to dealing with the
battered child and hes tamily. The approach is an

Books for Deat’” Chilidren. -

-

mtcrdlsuplm.nry compilation of what ean be done
for battered children and their parents.. .

Rosenberg. Arthur Harris. Logal Issues in.Child Protec-
tive Work. Boston: Children’s Advocates, Ing.. 1973

IV FILMS

[

The Aggressive Cluld' McGraw Films, 1221 Avenue of
the Americas, New York. New York 10020. Black
and white.

An aggressive child is shown in the various settings
which are influencing the child's development: the
nursery school, play therapy and home.

Gare of thé Young Retarded Child. International Film -
Bureau, 332 South Michigan Avenue, Chicago.
Ilinois 60603. Color.

This film, geared especially for parents, but useful
to teachers, deals with care of a retarded infant. The
development “of this infant is compared with the
development of a normal child. Suggested in the
film are ways to care for retarded children.

Janet Is a Little Girl. Extension Media Center, Uni-
versity of California, Berkeley, California. Black
and white.

Janet.a Down's Syndrome child who has been placed
in an institution, is taught elementary language and
reading skills. Although the age range, kindergarten
through second grade, is slightly older than the
Head Start range. this film will help staff gain a
better understanding of retarded children.

Nursery for Blind Children. New York University Filin
Library, 26 Washington Place, New York, New York
10003. Black and white.

This movie, filmed in England, stresses the-impor-
tance of teaching blind children not to be afraid.
The children engage in physical activities. such as
climbing, and cnjoy thém as other preschnul aged
children do.

Special Me. Council of Voluntary Organizations for the
Handicapped. 615 North Alabama. Indianapolis,
Indiana.

Retarded children, partially sighted-blind children,
physically handica.ped and deaf children are shown
ia this film. Their developmental successes amd

K3
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failures are purtiayed -rcalistically. The film pives
viewers a good ‘undenstanding of what working with
children with these special needs can be like.

~Time for Georgia. Associated Film Consultants, 505
Madison Avenue. New York., New York 10022,
Black and whate.

Georgia, an autistic child, is shown in a nursery
schoul for emotionally disturbed children.

>

Where Do the Children Play. Jamieson Films, Dallas.

Texas. Color.

Community-based day care tor profoundly retarded
preschoolers stresses that these children can grow
- and develop outside of institutional settings.

. .PUBI.ISHING HOUSES AND DIRECT ORIES

OF SERVICES '

American Association of Psychiatric Services for Chil-
dren. 1973 Directory of Member Services. 1701 18th
Street. N.W.. Washington. D.C. 20009

A directory of member services of the AAPSC. that
can he used to find a resource or treatiment service
at the local level,
,
Asmu.mun for Childhood Education International,
3615 Wisconsin Avenue, N.W., Washington, D.C.
‘l)()lb

I’uhllshes material related to theory, curriculum .md
methods in carly childhood education. Write for a
listing.

™

Bank Street College of Education Publications, 69
Bank Street, New York, New York.

Publishes material related to most aspects of early

childhood education. Write for a listing.

*CEC Information Center on Exceptional Children, A
Selected Guide to Public Agencies Concerned with .
Exceptional Children, Special Education IMC/RMC
Network, 1411 South Jefferson Davis Highway,
Suite 928, Arlingtan, Virginia 22202, May, 1972,

An an;lulatcd listing' of agencies that serve excep-
tional children and their families.

Directory of Services for the Deaf int the United States.
Amefican Annals of the Deaf, Gallaudet College,
Washington, D,C. 20016*

A comprehensive listing of schools, clinics, instruc.
tional materials, conferences, agencies and organiza-
tions for the deaf.

Education Development Center, 55 Chapel Mtreet,
* Newton, Massachusetts.

Publications on making cquipment from free or
inexpensive materials and on curriculum. Write for
listing. ‘

National Association for :ic Education of Young
Children. Publications Office, 1834 Connecticut
Avenue. N.W., Washington, D.C. 20009

* This organization publishes books and lc;cal news-
letters dealing with normal and special child de- -
velopment.
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Appendix 3

READER EVALUATION FORM N

%

We hope that the information and suggestions provided
in this manual will help you to meet the needs of
handicapped children in your classroom. To increase the
usefulness of this manual. a revision already has been
undertaken and a new edition will be issued in a few
months. The modifications in the new edition will reflect
actual Head Start élassroom expericnce with the present
manual and will incurporate suggestions from Head Start
teachers and consultants associated with Head Start pro-
grams. - .

In order to revise the existing manual to increase its
uscfulness to you and provide answers to questions that
have arisen in your own classrooms, we need information as

to where this first edition has served or failed to serve your _

needs.

We would like to know. for instance. how often you
referred to the manual. and on what occasions. Did you
- find it helpful when you referred to it? If so. in what ways

was it helpful? Was there anything about the manual that
was unhelpful? If so, what? Where did it fail? Is there
information that you looked for in the marual but were
unable to find? .

We have prepared the following evaluation form, which
we hope will help you to formulate and record your reac-
tions to the manual. Please fill it out within two months of
receiving the manual. Space is provided at the end of the
form for you to record any reactions, comments or sugges-

‘ tions that the preceding list of questions may not have

covered.

After filling it out, please return tou:

Head Start Project

Judge Baker Guidance Center
295 Longwood Avenue
Boston, Massachusetts 02115

RS
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Reader Evaluation Form '
. Date the manual was received l
Date this torm is filled out - .
' I
1. Location of your program . . S
i : (city & state) o» '
2. Your staff position : CR e e it s ———— l
How many other statf members are in your room? ¢ I
Teachers Aides .._ ... . . _ . Voluneers -. . -__ . l
. 3 . . . .
3. How many social service workers are available tor your classscoom? . - . U S

Do you have any consultants? 0 yes 0 no

it yes, what kind and for how long?

4. Number of children in yowr class '
$. Number of classtooms in your center . .
6. What hind of handicaps have you encountered in your class? Please list the handicaps and give some idea of their I

!

, ¥
)verity .

LI
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o N . .
ansisw: evumme g — m——— anm— ——— ——

. 8. Was this iminual interesting and easy to read? . O yes 0 no
Can you tell us why? -
° .l
9. Did you ever find the manual helpful? 0 yes O no
Can you tell us when and how? .
10. Is there any material you feel is missing from this manual? 0 yes
It yes. what type of materiai? -
i1, Is there any material in this manual that you feel should not have been includcd'.’
It yes. what and why”
Q v f
659092

\

O yes O no

-

It yes, what were these materials?

Were tll;;y helpful? O yes O no

LY

L3

7. Have you used any materials hesides this manual in order to teach the handicapped children in your class?

0O 'no

(3 yes {1 no

87
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“13. Could desired information be found quickly? O yes 0 no

If no. why noi?

2
&

15. Any other comments?

Thank you for your time and help. Your answers will help us to provide you with a hetter manual.

8K,
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A :
Abduction bluck, 14
Abused child, see Battered child
Aggressive child, 3841
aggressive patterns, 3940
anger, 39
as a result of inability to share, 39
controlof. 39 <
common characteristics
biting, 38
grabbing, 38
interfering with other childten's play,
38-39
knocking over toys, 38-39
desire for approval from
parents, 38
deacher, 38
example of, 3940
peer selations. 40-41
i ﬂbﬁllg. l’m. 39 W
social service staff, 41
teacher management of:
setting limits, 40
speaking firmly. 40
temper tantrums. 40-41
Anger, aggressive child, 39
Appetite
increase, diabetic, §$
loss, hyperactive, 42
Articulation defects. 16, 25
Asthma
alergies, 52
*ranchivlitis, 52
sronchitis, §2
chronic asthma. §1.52
classroom participation, 52
common characteristics
, coughing, 52
gaspifyg for breath, §1
tabored breathing. 52
wheezing. 52
definition of.-52
+ medical treatment for, 52
. parents as sources of information, 52
physicians as soutces of information
about, 52 '
Astigmatisn. 61
Ataxia, $3
Athetosis, 53
Audiolopist. S8
Aura. §7
Autistic child. 48-49

Index -
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B
Babyish behavior, relation to
dependent-fearful child, 4647
speech problems, 26
Babyish speech, 25, 26
Battered child
common characteristics
painful burns, 49
broken bones. 49
multiple bruises, 49
definition of. 49
follow-up by clinical team, 50
medical attention for, 49-50
reporting to legal authorities, S0
Bedwetting. diabetes, SL
Behavioral problems, Emotional prob-
lems and Seriously disturbed behavior
Bilingualism. 19-20
not a handicapping condition, 19-20
suggestions for teaching, 20
Biting. aggressive child. 38
Bleeding disorders, §2-§) \
causes of, §2 :
definition of, §2
development of pe. -nality in, 53
effects of common drugs on, §3
first aid for, $3
hemophilia. §2. 53 ' ’
idiopathic thrombocytopenic purpura. 52
von Willebrand's Disease, §2

. Bleeding. excessive, 52

Blind child, 21-24
classroom adaptations for, 22
consultants for, 22-23
curricular adaptations, 22-24
developmental differences between blind
and sighted children, 22-23
parental reaction to, 22
peer relationships, 22-23
play, 23
program ideas and concerns, 23-24
readiness for school experience:
language development, 22
previous social experiences, 21-22
referral organizations. 65
s uf Gasmoom, 22
*teacher concerns, 22-23
toileting, 24
Body rocking. 2$
Rraces. 13
Brain damage, relaMon to speech disorders.
19 .
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Breathing, labored, 52 .

Broken bones (battered child). 49

Bronchiolitis, see Bronchitis

Bronchitis, §2

Bruises, multiple (battered child), 49

Building adaptations for the handicapped.
67

Burns (battered child), 49

C
Center adaptations for the handicapped, 6-7
Cerebral palsy, §3-54
causes of, 53 .
constant muscle spasm in. $3
definitionof, 83 |
effect of on intelligence, $3
medical treatment of, §3-34
parents as sources of information, 54
referral organizations, 65
rélated speech problems, $3 -
types of cerebral palsy:
ataxia, §3
athetosis, §3
spasticity. §3
Chewing inedible substances, see Pica
Child abuse, see Battered child
Child neglect, see Neglected child

Child whose sense of reality is seriously

impaired, 4749
(see also Seriously disturbed behavior)
Classroom  identification of the handi-
capped., 8-9
dental ¢xamination, 9
developmental history, 9°
disgnosis, 9
medical examination, 9
planning for the child with a handicap, 9
Classroom placement of mentally retarded
child, M1
Cleft palate, 54-55
hearing, $4
personality development, 54
physical appearance, 54
speech development, 54, §5
surgical repair of,, 54
Clinical team, see condition in question
Clinics, sce Referrals
Clumsiness 7
hyperactive child, 42
specch defects, 16
Cognitive development, variations in, 25-29
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coacentration, s Problety selving and
~ soneentration
inteBectual development
fostering intellectual development, 29
attitudes affecting achievement. 29
gencral suggestions to the teacher,
» S
individualized programs. 29
obmerving children, 29
planning tessons, 29
imtellectual testing. 28-29
definition of, 28
emotional probiems, relation to, 28
learning disabilities, 28-29
perceptual-motor conrdination, 28
linguage development. see Speech  de-
velopment .
learning disabilitics, 28
definition of. 28
elementary schoo] level, 28
" intelligence. 28
lanpuage abilitics, 28
perceptual:motor «Kills, 28
motor development, 26-27
T ﬁnémumr:
aids to develuopment, 27
definition of. 26, 27
gross motor:
aids to dovelopment, 27
definition of . 27
perceptual development, 26
ability to distinguish:
alike vs. dif¥erent, 26 -
mlots.f‘.'ﬁ
distaneces. 26 -
shapes. 26
. sizes. 26
problem selving und concentration
definition of. 27
encouragement of . 27.28
seif<confidence, relation to. 27-28
speech development, 28:26
envitonmentat cffects on. 25
evaluation of, 25-26
fostering development of:
cunversation, 26
Jistening to children, 26
nammg items, 26
storytime, 26
nerves and muscles controlling speech.
25
obscrsations by teacher, 25-26
problems with
articulation, 16, 28
babyish specch. 28
infrequent speech. 25
related behavior concerns
babyivh. 26
‘withdrawn. 26
wois] development. 28

Cognitive devclopment (‘m?bt«l

()0

spevch therapist, 25, 26
Coma, diabetic, $6 .
Cuncentration. see Problem solving and con-
centration
Concerns about inclusion of handicapped
children into program. |
Conductiye hearing loss, S8

Consultants. & (see also condition in qucs,j

tion, or Referrals)
Convulsions, sce Fpilepsy
Coughing, 52
Crutches, 13
tubber tips fo.. 13
Cystic fibrosis, 58
appetite. §S
captagion, 85 ’
comimon characteristics, 55
definition of, 55
referral organizations, 6§
wecial atténtion required. §§

D
Deatness, see Hearing impairment
Denial of child’s handicap. by parent, 11
Dental examination, 9 -
Dependent-fearfol child, 4647
Developmental history, 9
Diabetes. 55-56
checking of urine, 56
coma. 56
oommon characteristics
bedwetting, 5SS
increased appetite, 55
weight loss, 5§
definition of . §8§
diabetic keto acidosis, 56
figst aid for. 56
hy poglycemia. 56
insulin, role of . §§
insulin reaction, 56
insulin shock, 56
medical treatment of, 56
parents as sources of information, 56
specialized diet. S¢
unconsicousnes: 56
Diabetic ket acidosis, 56
Diagnosis, 9
Diapers for the child with motor ditficultics.
14
Diet. for diabetic, 56
Distgactibility (hyperactive child). 42
Doctor, see specific medival condition in
question, or see Refertals
Down's Syndrume, 30, 60

E

I mharrassment felt by parent as result of
child’s handicap. 11

1 motional problems (we alwo Serivusly dis-,
turbed behavior)

00094

mentally retarded chitd, 30-31
refestal onganizations, 6566
Epilcpsy. 56-58
aura in, §7
hehavior problems in, S8
causes of, 5687
classroom patticipation. SR
fisst aid for, $7-58
hospitalization, 58
insanity, 56
intelligence, 86
medical treatment, 58 .
parents as sources of information, S8
physicians as sources of information, 58
peer relations. 58
referral organizations, 66
repetition of some simple activity. 57
scizures
descriptions of | §7 '
grand mal, 56-57 .
petit mal, 57 ’ -
psychomotor seizurc, §7 :
series of convulsions, 58
severity of, 57
status epllepticus, 58

Eye glasges, 61 ,

Lye patcﬁ\bl .
¥Fye problems, sece Blind child or Vision
impairment

F

Varsightedness, 61

I-'ingermck'im. 3s

First aid. for -
biceding disordets, 52-53
diabetcs. S6

cpilepsy. §7-58
tour-wheeled cart. 14

G
Gasping for breath, 52
CGrand mal. 56-57
Guilt folt by parent as a result of child's

handicap. 11

]

H
Hair pulling n

withdrawn child. 43
Mair twirling. 3§
Iand movements

thythmic. relation to psychotic child, 47
Harelip, see Cleft palate
Hearing

aid, 89

cleft palate. 84 -

impairment. 17, §8-59

causes of, 58-59
consultants for:
“audiologists, §9
car specialists, §9

s
.



Hearing Continued
mpairnment  Contineed
consultants tar  Continued
pediatricians, 59
psy chiatrises, §9
wcial worker. 59
peech therapises, 59
emotional development. §8
intclligence. S8, $9
referral organizations, 65
speech developnieni, S8
sutgival correction of, 58
tests for, 58
treatment of
hearing aids, §9
specch therapy, §9
ty pes of haaring loss
Jconductive. 58
sensorineural, S8-59
Heart discase
causes of, §9
limitations of activities, 59
helping the child accept limitation., 59
Helmet.: tor the child wath motor difficul-
ties, 14
Hemophilia. 82, §
Home visits. 8
Hyperactive child. $1-44
appetite loss, 42
causes of, 41
clasgroom management of, 42-44
clumsiness, 42
commion characteristivs
accident proncness, 42
aggressivencss “brought  about by at.
tempts (o constrain. 42
anxicty, 42
clumsiness, 42
constant repetitious  purposciess  mo-
tions, 42 '
constantly touching other children and
their things, 42
distractibidity. 42
frequent ood Jitts, 42
hair twisting, 42
. impulsivenuss, 42
nability 10 it still, 32
inability to wait for things, 42
problems with fine motor coordigation,
42
problems in tollow ing “verbal directions
42
pugpuwles\ runming hack and forth, 42
, shorl attenton span. 42
wiggling, 42
consultation with
family doctor. 42
pediatric neurolopist, 42
pedutrician, 42
. psychiatrist, 42
devekipmental histories, 31

BEST COPY- AVAILABLE

hyperkinetic, 41

medivation for, 42

overactive, 41 )

sdurted specch. 42

social service staft, 42

stress, relation to. 42
typerkineti, see Hyperactive child
Hy peropia, swee Farsightedness
Hypoglycemia, 56

1Q, see Intellectua! testing
Idwpathic thrombocytopenic purpura, 52
Iliness (neplocted child), 49
Improvenient and Innovativn, 1
Impulsiveness (hyperactive child). 42
Inappropriate budy habits,
body rocking, 38
breath holding. 36
finger sucking. 38
hair twirling, 3§
pica. 37
wx play. 3738
spitting, 36
wetting and soiling. 36-37
Individualired program. 1. 29
Initial interview, 8
1nsulin
for diabetic. 55-S6
reaction, 56 -
shock, 56 *
Intake interview, 8
Intellectual testing. 28-29 :
Intelligence: intollectual development, 27-29
tostering intellectual development. 29
" attitudes atfeeting achicvement, 29
general suggestions to the teacher. 29
individualized programs, 29
observing children, 29
planning lessons, 29 °
in relation to.
cercbral palsy, 53
epilepsy. $6
.~ hearing foss, 58, 59
speech disorders. 1R
vivion impairment, 61
intellectual testing. 2¢ 29
detinition of, 28
cmotional problems, relation to, 28
learmine disabilitics, 28

L

Lanpuage abihities see Speech deselopinent
and disorders

Lanpuapee, efinition of . 1§

Lameugpe development. we Specech develop-
ment and disorders

Lasy eve. 61

“Lead poiming. we Pica

L carning disabibities. 28

detinition ot 28

g

"
L7

.
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elementary schoul lewel, 28 -
imclligence, refation to. 28
language abilitivs, 28
perceptual-motor skills, 28
referrat onganizations. 68-66

Lepal reporting of battered child, $0

Lip biting, 45~

Lip reading. 17
suggestions to teacher, 17

M

Malnutrition
mentl retagdation. relation to. 60
ncgiceted child, 49

Masturbation (see also Sex play)
yithdsawn child. 44

_ Medical examination, 9

Medical treatment for:
battered child, 49-50
hearing loss. 58-89
Mentally retarded children, 29-33, §9-60
ability to cope in the classroom, 31
causes of . §9-60
classroom placement of, 31
. definition of, §9
delayed development of
motor ab{lities. 30, §9
speech, 30, 59
diagnosis of, 29-30
devetopmental history, 30
environmental factors. 29-30
medical examination, 30
~  sacial-history. 30
Down’s Syndrome, 30, 60
emotional  disturbances which may ap:
pear: i
agpression. 30 To-
fear. 30
withdrawal, 30 ° .
encouragement and reward for, 33
malnutrition, relation to, 60
inoderately retarded chidd, 30-31
Phenyiketonuria (PKLU), 60
planning for the retarded Shild
combining spcclulfzc_gl program and
Head Star: class, 31°
altermate  activities  for  the  retarded
chid, A ’
protoundly retarded child, 30
selerral organizations, 65-66
speech problems, relation to, 16
suggestions for onganizing lessons, 32 33
breaking down task. 32-33
evamiple of, 32.33
what do you want to teach?, 32
child’s motivation, 32
chitd’s readiness, 32
Maoderately retarded child, 32
Munpotiam, «we Down's Syndrome
Matar developinient. 13-14, 15, 26.27
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Motor dewlopment  Cmrinucd

delayed, relation 1o mental ul.udulmn.'

- 30. %9
difficult

doctor as a svurce of information about,

14
timitations to activities of child, 14
cmotional seactions to. 14
teacher’s planning for, 14
fine motor
aids to development. 27
definition of, 26-27
gross motor
aids to development. 27
defitition of, 27
parents as sources of inl‘ormation about,
.14
physieal therapists as sources of mform.s-
tion about. 14
special equipment for
* abduction hlock, 13-14
_braces. 13 .
standing table, 14
“crutches, 13 ° .
dinpers, 14 .
four-wheeled cart, 14
. helmet, 14 .,
tolleting rails, 14
wheclchair ramipe. 13
teacher’s concerns about, 13

N .
Nearsightedness, 61
Nevds assessment kit. 1-2
- assessment instruments. 2
developmental screcning. 2
program planning, 1-2
purpose of, 1-2 ‘
Neplected child, 49
common chatacteristics *
improper hygiene and clothing. 49
neglected ilinesses, 49
gertoudy undernourjshed. 49
examples of. 49
repurting to appropriate authontics, 49
Neurological defect. 1 8.% 58-89

2
t

0 - .

Outdoor play space. 7. i?

Overactive child. sce Hyperactive child

Oweractivity '

Alternate periods of overactivity and un-
deractivity . 47

Overprotection of hagdicapped  child by

parcmt. 11 -

P ;
PRU. see Phenyltketonudia
Paley. sec Cerchral pulsy‘
Parents

92
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acvepting  limitations
child, 11
desife tor approval from Gaggressive child),
R
emational reactions to handicapped child
denial, 11
- embarrassment, 11
vuilt, 11
acgative tovlings tow.ard cluld, 11
resentment of chitd, 11
self blaming. 11
shame, 11
overprotection of child, 11
participating in training sewsions, volun-
teering. 6
Peer relations
aggressive child, 4041
blind child. 21, 22. 23
cpileptic child, S8
psychoticwhild, 47
Perceptual development. 26
ability to distinguish:
alike vs. different, 26
colors, 26 .
. distances. 26
shapes, 26
sizes, 26
Pett mal, §7
Phenylketonuria (PKU), 60
Physician. see specific medical condition in
question. or see Referrals
Pica. 37. 44
definition of, 37
neplected child, relation to, 37
referral to clinical team, 37
Plansing for the handicapped child. 910
selection of children for the classroom,
910
Playpround. 7,27
Problem solving and concentration
definition of. 2?7
cncouragement of, 27-28
self-confidence. relation to. 27, 29
Psychomotor seizure, §7

of  handicapped

R
Recruitment for programs. §
handicapped childien, §
volunteer assistants 56
Referrals, 6266
when to consider referrals, 63
~ when 1o consider referrals for emotional
ot behavioral problems. 63
whete to turn for the following disabili-
ties.
blindncess, visual problems. 65
cerehral palsy. 68
cystic fibrosis, 68
deatness and hearing dithicultics, 65
~ cmotional problem .. 6566

60097

epikepsy. 66 .
general problems, 64-68
tearning dissbilities, 65-66
mental retardation, 65-66
physical disabilities. 66
speech difficultios, 68
Refractive problems, 61
Repetition of sxome simple activity
related to cpidepsy. 57
withdrawn child. 44
hyperactive child, 42
Resentment of handicapped child by parent,
1
Respiratory infectivns (asthmatic _child),
51-82
Restlessacss. hyperactive child, 41
Retardation. sce Mental retardation

s i
Scratching, 45
Scizurcs, S6-SR
Self-comforting behavior, 4445
Relf-hurting behavior. 48
Self-image, 9-10
Sensorineural hearing loss. S8-59
Separation
bliad chiMd. 21-22
dependent-fearful child, 46-47
consultants for. 47
example of, 46
methods of reassuring the child, 46
planning for school entry. 46
situations which may precipitate fean.
46,47
social service staffy role, 47
teacher's role, 4647
Seriously disturbed behavior

common characteristics
alternate ‘petiods of underactivity .md
overactivity, 47
facial primacing. 47
inability to relate well to peoplc.."
thythmic hand movements, 47
echolalic speech, 49
examples of, 4749
Sex play, 37-38
Sibling relations
aggressive child, °
blind child, 22
speech development in twins, 20
Sickle-cell anemia. 60-61 :
carrier of. 60-51
cause of, 60)
classtonm participation of. 60
common characteristics
attacks of pain, 60
gangly arms and logs, 60
fatigue. 60 ,
raleness. 60 '
shortmess of brcu}h. 60

7

/

/
autistic child, 48-49 '/'
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Sickle-cell anemia  Comtinued
common characteristics  Continued
susceptibility to infection, 60°
yetlowish tint to the eyes. 60
not a handicap, ot
Skin picking, 45
Soiling. 36-37
Spasticity. §3
Speech development and disorders |
articglation defects, 16, 28 *
blind child. 22
classroom inanagement of, 18
cleft palate, 54 -
components for development
cognitive. 18§
emotional, 1§
learning opportunitics. 15
physical development. 1§
social developraent, 15 16
delayed spoech. 28
echolalic. 49
envitonmental effccts on, 28
cvaluation of; 2526

examples of h disorders, 15-16

foxtering dev ent of. 25-26

intelligence, rgkgtion to, 18
Spitting, 36 L‘

Staff ' :
acceptance of handivapped children. §

activities planned for handicapped chil-

dren, 5-9
Stammering, see Stuttering
Standing table. 14
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Strabiunus. 61
Stuttering. 19

T
Talking with parents. 62-64
Task breakdown. see Breaking down task
Teacher and the handicapped child, 9-10
handivapped child's self-image, 9-10
planning for the handicapped child. 10
wlection of children for the classroom
group, 9-10
Temper tantrums, 40-41
Thumb sucking. see Finger sucking
Todeting
adaptations for blind child, 24
adaptations Yor child with motor difficul-
ties, ‘4 .
Transportation to and from center. 8

~

v
Vision impairment. 61
(see also Blind child)
causes of :
inzy eye. 61
refractive problems, 61
strabismus. 61
eye patches, 61
eye plasses. 61
inteliigence, 61
language development. 61
refractive problems
astigmatism, 61

te099

nearsichtednoss, 61
treatment of /
refractive problems, 64 '
strabismus,. 61
Volunteers, 56
von Willebrand's Disease. §2

farsightedness thyperopia), 61 /

w .

Wehtht loss, diabetic, §§

Wetting and sofling, 36-37
causes of, 36-37

Wheelchair ramps, 13

Wheezing, §2
Where to turn for help, see Referrals
Withdrawn child, 4445 ,
classroom management of, 45
common characteristics of
self-comforting behayiors, 4445
chewing or sucking inedible sub-
stances, see Pica
masturbation, 44
pica, 44
repetition of a simple activity, 44
self-husting behaviors
lip biting, 4§
scratching. 45
skin picking, 45
example of, 44
need for help and cnceuragement’, 35-36
referral to clinical team, 36
relation to speech development, 26
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